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- ' • FOREWORD 

deleterious.. effect<? nf fa^ino ♦ . ^ ^7 D^c^^se oi tne aaditive, and potentially, 

.alcohol H.b;.ltrbata^S„t-\"'1.^^ *^^^^^^^ 

iT^L''.=Lr,or-,''~f=^^^^^ 

Jo^r^K; S';°'b.'''*'S!',»=''''°'°*='' Origin *,„tu?,*; ,''„7L'p,oyZ.' in^ c- 

if.i\"oi3i'r-ri'rr.^ 
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i^'tlTSiitl^'" 7^?* pro^adfs a comprehensive exan,ination of^^cohol use by druK abusers ' 
""f^^'^^V In .terms of both the findings and the processes -aAd methodolories used dur- 
.Ving the study, there should be important implications for treatment planner^ admnis^rators ^ 
levTto r personnel This research represents a continuing effort at the Jede'ral" 

lev4 to examine treatment and policy issues that arise regarding combined substance abuse 
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1. Goals and Design of the Study 

INTRODUCTION ^. 

*The major objective of this^project wa^ to ' 
systematically documojnt and investigate the' 
occurrence of alcohol ' abuse in dryg addicts 
and its effect on their treatment and rehabil- 
itation. ' The study investigated the appear- 
ance- of problem cjrinking* during and after 
(drug abuse treatment • 

A "principal objective was to identify features 
of the pretreatment histories that can help 
predict (1) which drug addicts are most likely 
to ^abuse alcohol during and after treatment 
for drug abuse, (2) the extent to which alco- 
hol abuse may interfere with that treatment, 
and (3) more'broadl)^, we wished algo to de- 
termine what factors ascertainable at intake 
can predict different aspects'of outcome. We 
were therefore concerned with the drug ad- 
dict';3 drinking history before he or ^he en- 
tered treatment (including the part played 
by -alcohol in the, person's' lifetime substance 
aljuse history') and the drinking; pattern at 
the time of admission to treatment, as welhas 
its course during and after treatment. 

This project provides a data important for 
'our understanding of two issues of national* 
importance. One is the problem of alcohol 
abuse by methadone maintenance patients. 



viewed by many (e.g.", Maddox and Elliott 
1975; Bihari 1974) as'^a major cause o^.freat-^ 
ment failure in that modality. . How wide- 
spread^ is pij-oblem drinking by methadone 
patients? Is it in so>ne way created by metha- 
done, at least in some patients? Can we' iden- 
tify^ patients whose alcohol histories make them 
pobr risks for this modality? 

The second issue is that of multiple substance 
abuse, both concurrent and sequential, a phe- 
nomenon whose existence has only recently 
been widely recognized. What are the charac- 
teristic of those with unstat)le or mixed pat- 
terns-^* abuse,* and what do such patterns 
mean for^treatment? By focusing on alcohoU 
where most other studies of drug abusers 
have excluded it, and by obtaining detailed 
^ information about the uge of aU substances 
of abuse and their meaning to the persqp, 
this project helps to fill a serious gap in our 
knowledge — the intersection^ of alcohol and 
other suTastances in' the lives of substance 
abusers. * . • 

/ 



^ We were interested also in whether these phe- 
nomena differed in any way as a function of* 
~ treatment mqdality. Subjects were therefore 
drawn* *from two major ^treatment modalities 
and compared in certain) analyses *of the data. 
TwQ-thirds of £he pubjActs were new admis- 
sions ,to^ outpatient methadone .maintenance* 

. program^ in tfie Greater Philadelphia area,. 



while one-third were new admissions to the 
Inpatient Prograni of lEaglevUle Hospital and 
Rehabilitatiorx Xenter, which is aji abstinence 
- residential program with a therapeutic comrnun- 
.ity orientation, treating alcohol and drug pa- 
tients in a conribined program and serving 
the sam^ geographic area/ 

A special strength of the study 'design is that 
it .^as pA^spective» That is, each subjecj;. 
was taken iijito the study shortly after admis- 
sion to treatment -.and followed for at least 
one year thereafter. Thus, the exploration 
of relationships between p^etr^artment history 
and follow up status do not depend on the 
subject's .r^l^i^t at the time of folbivup, but 
are rather feased on data collected a 'year ear- 
116^. ' * . . ."'^^ 

DESCRIPTION OF 
TREATMENT MODALITIES 

The Methadone Programs ^ " 

The subjects were drawn from 10 cooperating 
methadone .maintenance pft-ocrram'ST^ wpr^ 



abstinertce program, treating drug and alcohol 
abusers in combined treatnient. Thus, while** 
the Eagleville progrcim is in sharp contrast 
to methadone maintenance programs, caution 
is necessary in generalizing these [findings to« 
other TCs, both because of its special fea- 
tyires and the fact that only one residential 
prvogram was sampled. • " - 

The Eagleville Inpatient Program- is an inten- 
sive, multhnodality" 2-month program, located , 
in a rural setting 28* miles outside of Phila- 
delphia, Of those who complete the inpatient 
phase, many remain on the hospital groupds 
for a transitional program for periods up to 
6 months more, knoWn as the Candidate Pro- 
gram, Of ' the EHRC sfimple, 22 percent com- 
pleted the Inpatient Program ^nd co^vtinued . 
into the Candidate Progr'am,-31^per<)ent -com- — 
pletcfd the Inpatient' Program and, left residen- 
tial treatment /in many crises continuing in 
outpatient aftercare), and 47 percent left 
against medical advice, eloped, or were given 
disciplinary discharges. 



in tne dty of Philadelphia, two^in adjacent 
co^jities of Pennsylvania, and two in adj^icent 
citie s ft N ew Jersey. There was some A^ariety 
in the services offered, but, certain "general 
features "can be described. Nttne' provided 
combined treatment oifvdrug ar^d alcohol clients, 
their services being limited to narcotic' acJ^ 
diets-. The major form of therapy was. the 
methadone itself, com\>ined wit*h an individual 
counseling session once a week* Only a small 
percent^ of the clients received other services; 
13 percent had group therapy, usually once 
a week, 7 percent had family therapy, and 
10 percent some form of vacatio'nal counseling 
or rehabilitation. Medical treatment and drop- 
in recreational iacillfles were offered by some 
programs a^ well. , 

^ . ^ ^ 

At the 1-year folbwup, 31 percept had re- 
mained in their original methadone program, 
26 percent had been discharged and read- 
mitted to methadone maintenance at the. same* 
cUnic or elsewhere, 6 percent* were in^ other 
forms of *treatraent, and 37 percetit were no 
longer on methadone malhtenaqce. 

Eagteyille Hospital^and 
Rehabilitation Center (EHRC) 

Eagleville Hospital and Rehabilitation Center 
(EHRC) considers itself 'a therapeutic com*" 
munity (TC), but it differs in'significant ways 
from many othtr' ilEs> It is a fully accredited 
hospital, and the staff includes both recov- 
ered drug and alcohol addicts (and others) 
whose training has not been through tradition- 
al > academic routea^ as well;, as professionals 
with traditional trainings It is a residential 



All rt»<;iH<>nfg Via-tr^ a y TcL^^^j^m^y. -grotip-ses 

. sions a week and ifidividual sessions as 
needed, usually one to three times a.wiek.^ 
There aije regular community and unit meet- 
ly ings, activities, and occupational and work 
therapy programs. In this sample, 6 percenlf 
received family therapy and 21 percent voca* 
tion«J rehabilitation. 

. SUBJECTS 

The study, sample consisted of 866 drug- ad- 
dicts, -tal^en at the pqint of entering treat- 
ment: 586 entering outpatient methadone main- 
tenance, and 280 admitted 'to the EHRC In- 
patient Program. In addition, intake^ter- 
views ^ere obtained from a sample of 243 
alcoholics admitted to 'EHRC, primarily to 
establish criteria for the definition of alcohol 
abuse in the drug addicts, and secondarily 
in order to examine the drug abuse, histories 
of alcoholics. 

The design was to recruit -from each partici- 
pating* program all successive admissions who 
wer^ Ajjilllng to give their informed- consent. 
While ''the refusal rate was^low, some subjects 
were niisscd because they left treatment^wlth^ 
in a few cays^ or because they could not be 
within ^ we'eks* after admission, 
the time limit for -the intake inter- 
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Demographic, social background, and sub- 
stance abvse data have been compared with 
the report 3. pf the Central Medical Ihtake of 
Philadelphli. This comparison- showed the 
study sami'le to be ^representative of all drug 



addicts referred for treatment in the Philadel- 
phia> anea. * . ^ * ' 

Characteristics of the Total Sample* 

The sample, was heterOgeheous in sex, ^ age, - ^ 
and^i'ace; 27 percent \vere women, tHe medi- 
an, age was 26 years with a range from 17 tb 

' 60, and 63 percent were black, with Italian, 
Irish, and German ethnic backgrounds most 
frequent among the vhites (less .than 2 per- 
cent were Hispanic).^ Sixt^y percent did not 
complete high school and only II percent had 
gone beyond high school; ^I percent de- * 

. scribed themselves as^ dropquts from the last, 
school they attended," 45 percent in th.e mid- 
dle of the school year. -They reported exten-, 
s'ive histories of truancy, Isufepensions, and \ 
expulsions from school. Residential and mari-^ 
tsJ instability were greatly evident. 

In the 2 years prior to admission, the median 
number of mbnths of employment was 6, while 
31 percent did not work at all in that period. 
Sources of support at the time of .intake to 
treatment, (citing multiple sources) were wel- 
•fare (50 percent), selling drugs (33 percent), 
other Ulegal sources (37 percent), family and 
friends (33 percent), and in fifth place, em- 
ployment (20 percent). ^ The majqr single 
sources of support were:* 38. percent illegal, % 
25 percent welfare, 19 percent employment, 
'and 18 percent variouJs oth$r means. The v 
most -common occupations were^semisicilled or^ 
un skilled labor and service occupations. * 

* 

Involvement with the 'criminal justice system 
was extensive. Most (87 percent) had been 
arrested, half the sample six or more times. 
^Only 27 percent had never been convicted of 
a crime, and' 39 percent had been corivicted. 
three or m^re' times. Forty percent had spent 
more than'Tajyear in prison, 39 percent a year 
or less, and only 21 percent* had not been in 
prison;* 21 percent had spent time in a juve>^ 
nile correction facility. The means were 8.4*^ 
arrests, ^.1 convictions, 29 months of incar- 
ceration. At the time of intake, 54 percent 
were on parole, probation, or under other * 
legal constraint. 

The circumstances of their childhoods were 
adverse in most cases. Only 47 percent were 
raised h,y both, parents until the age of 12, 
64 percent reported parental separation, di7 
vorce, or desertion, or a death in* tKe immedi- 
ate family by the time they were 12, 49 per- 
cent reported having gcJne without necessities 
because of 'poverty, and 40 percent reported 
violence in* the home, including physical abuse ' ' 
of the respondent. Excessive drinkirlg and T 
bther forms of psychopathology in the family 
were fretjuent. ^ As for the ' respondents 
themselves, ' thgre was much evidence df 



psychopathology, the most e^ttreme being that 
11 percent had spent at least 2 weeks in a 
psychiatric hospital and that 30 percent had 
thought' of suicide, 15 percen^ having actually 
attempted it. 

Whil» their substance abuse histories will be 
* discussed elsewhere, we. may note that, at 
the time of the intake interview, the,average 
time since first use of any substance of- abuse 
was 13. years; since first narcotic use, "8 
years; and sirj^ce first* regular narcotic use, 
7 years. Typically, alcohol was the 'substance 
used and abused, first. In the 2 months be- 
fore admission, 73 perx:ent used more than 
one substance (including altoh6I) , and the 
mean number of different substances used 
was 3.1. Most (78 percent) h^d had some 
type of treatment for di«ug abus-e before, . 
either detoxification, residential, methadone 
maintenance, dV other modalities, and in many 
cases m6re than one modality. 

Differences between the 
Methadone and TC Samples 

When compared with'' methadone subjects, *^ 
those entering the residential absjtinen^e TC 
(EHRC) were som^hat younger (mean 25.6 
years versus 28.?), ajid had a more equal • 
racial balance (42'f)ercent black"' versus 72 
percent). While 92 percent of the methadohe 
patiehts w^re living in the community before 
entering -treatment, only 42 p^rc^~ of the 
EHRC patients were (31 percent^from prison, 
24 percent from hospitals. or residential drug 
programs, 3 percent other;). ^ 

J " 

- As measured by their educational and cri'm- 
. inal justice histories, by their report of fami- 
ly psychopathology, and -by their psycholog- 
ical instability, ^hey began using drugs at 
a younger age (mean, of 14JL^years versus 
17.0); ho\^ever, th^ average intei^val betw'een 
first drug use and entrance to treatmeht was 
the same, 11 years. 

In the TC, 69 percent stated th'kt the pri— 
• mary problem for wHich ' they were in treat- 
ment, was /rtarcotics, while 31 percent gave • ' 
another drug (most often amphetamines) as 
their first problem. As expected, all metha- 
,done subjects gave a narcotic <irug as their 
first problem. Most of the narcQtic addicts 
in both the TC and- methadone programs . 
abused other substan^xes as, well as rfarcotics, 
and many of the "polydrug" . patients used 
narcotics as well as other drugs. The greater 
social and psychological instability of the TC 
subjects suggests that they included a larger 
proportion of those typespf addicts who are 
most in need of the kiTTtTof support and^sep- 
ar^ion from the community that this mojiality 
has to offer. 



METHOD ' ./ 

As has been noted, the greatest methodologi- 
cal asset of this^ study is that it. was a 'pro- 
spective study oiF the iinpact of treatrrvent on 
the -drug addict. That is, .each subject was 
interviewed extensively at the time of admis- ^ 
sion to treatment in order to. prcfvide data . 
about* pfetreatment history and status at the 
time of beginning treatment (Intake interview), 
H'e or she was then reinterviewed ^ year later 
(followup interview),' The infornlation pro* 
videa by ^ subject in ^'the int^e interview of 
his Or her earlier history is, of course, sus- 
ceptible ^o many sources of distortion in re- 
call or^reporting . It m\ist therefore be boi^ne 
in CMhd that, although we may^ refer to such 
data as if it represented the facts objectively, 
this is dorle merely to simplify the presenta- 
tion. A subject may report that his childhood 
was tinhappy; we cannot know whether* it was 
expeJdenced as such at th^s time. Neverthe- 
less, the int^e interview represents the kind 
of information that is available to the clinician 
When a client presents himself for treatment. 

Instruments and Data Obtained . 

T^p largest source of data was derived from 
interviews. All subject^' received a compre- 
hensive intake interview covering demographic 
.data, educational and military history, em- 
ployment, family, criminal justice involvement, 
attitudes,* values, expectations from treatment, - 
emotional state, and self-image. A very thor- 
ough substance-abuse history was obtained, ■ 
-including motivations for the use of drugs • 
and iilcohol, and both good and bad effects 
reportedly exp^erienced^from the use of^varir 
ous substances. The 12-m(5nth folloWup inter- • 
view covered the same areas as well as 
the experience in treatment and the respand- 
ent*s view of it, and significant events in 
^the person*s lif^ during th6 year. 

Iti addition to th^ interviews with the sub- 
jects, the following €iata were obtained: urine^ 
testing for drug and alcphol use dui^ing the 
early^ stages of treatment and at each followup 
interview,* and periodic reports by counselors 
of each subject's progress as bng as he or 
she remained in treatment. Information from.' 
treatment program records aboutVdates. and 
types of discharges, a^well as re^dmissions 
and transfers was' also .obtained. For 'the 
comparison sample of alcoholics, only the in-* — 
take interview and treatment program, data 
were obtainecfr 



Procedure and Folbwup , 
Completion Rates 

All interviews were conducted by , research 
staff interviewers , trained and sufjer vised 
•fey tjie project professional staff m*tlie ad- 
ministration of lengthy and copnplejt niterview 
schedules. . Ihtef-viewers were stationed at 
the participating treatment progrants, wher> 
all intake ifiterviews were conducted. While 
the initial plan was to^'try to recruit all suc- 
cessive adrrassions to each j^rogram during a, 
certain time period, not all subjects could be 
contacted during the 2 weeks after admission 
to treatment, the time lipnit set for intake in- 
terviews. This w^s more true of the metha- 
done clients than, erf the EHRC residentSj since 
the rate of admissions in eacTi methadone clinic 
was much less than at EHRC. As a result, 
interviewing staff in the methadone prograips* 
were more scattered ^g^graphicadly;. . 

Subjects^ in methadone clinics were paid $10 
per interview; EHRC subjects were not paid 
for intake interviews; but were paib for^ fol- 
lowup interviews since -they were no longer 
in residence at that time. The ref^asail rate 
of . potential, clierits \«hb were contacted was 
very low. Insofar as theVe vffas a systematic 
bias in th^ recruitment of subjects it was to 
underrepresent clients who left treatment with- 
in the first 2 weeks. Of the intake rtiter-' 
^views obtained^ several ^re unusable because 
of language difficulties, and one or two were 
incoherent, apparently because of a psychotic 
state. 

All subjects for whom a valid intake inter- 
view was obtained were then sought for fol- 
lowup. The importance of d high rate of suc- 
- cessful. followup cannot be overemphasized. 
Studies that fall far sho-rt of 100 percent loca- 
tion <?f subjects introduce a bias that seri- ^ 
ov;sly, limits the validity of in t*rp re tuition from 
the data. ' » 

^ 

Special emphasis was therefore put in this 
study on iirrding respondents for the 12-month 
interview. Some were easy to find. One 
hundred ninety-seven of the methadone sample 
were still in treatment at the same clin)cs. 
Interviewers were 'sent as far as 200 miles 
away, 106 ir^terviews were con^iucted in P^^^l 
ohs, and a few interviews of respondents as 
far away as California were conducted by t^e- 
^phone. While the goal was to cbtfduct follpwup 
interviews 12 months after intake, thi? w^ 
not always possible. Elapsed time ranged 
from 1^ to 25 months; 73.8 percent of the 
interviews were cogipleted by 13 months, 88 r7 
percent by 15 months, and 95,5 ^percent, by 
r8 montht after intake. .Table* 1 shows the • 
results of these folbwup efforts, • *« 



TABLE l.—Followup rates for 12-month interview 







EHRC 
; % 


METHADONE . 
No". % 


ALU CASES 
No. % 


Interviewed * , 


242 


86.4 


•525* 


89.6 


^767* 


85.6 


Deceased 


4 


1.4 


ic 


2.0 


16 


1.8 


V Contacted and refused 


.6 


2.1 


6 


.1-0 




1.4 


Not contacted 
• 


28 


' 10.0 ' 


43 


7.3 


71 


8,2 


^Total ' \ ^ 


2B0 


WO.O , 


586 ^ 


160.0 


866 


100.0 


Succ€;ss*ful followup= 
interview + deceased • 


^46 


87.9 


537 


91.6 


783^ 


90.4 



♦Three of these cases are not included in subsequent' analyses; one was received too late, and 
two were lost in the course, of data editing and keypunching^ <y 



The rate of successful followup- was consi- 
dered* to very higK.^ The slightly (but 
not .significantly) higher rate for the metha- 
done sample is due the fact*that so'many " 
were still in tre^ent; 99.5 percent of those- 
still at the initials^Hnic were interviewed in 
contrast to 83.8 peHent of those who had 
been discharged^ Those not interviewed were 

' compared with those in1;erviewed on the major 
intake variables. The interviewed and non- 
intervie^^ed subjects did not di'ffer si^nifi-: * 

' cantly on any of these measures, suggesting 
that no major bi^5 was .introduced by the fail- 
ure . to interview all cases . 

ISSUES AND QUESTKWS' 

The reraaincier of this report addresses issues 
stemming from the ba^ic obfective^ of iny^sti- 
^ gating. alcohol abuse in dtug addicts and its 
* implicatioife for* their treatment and rehabili- 
tation. 

U The first fssue ip lhat of *the prevalence 
^ of alcohol abuse among the se>rof individ- 
uals identified primarily affTh^'abbsers.' 
How many^f^show evidence of a significant 
leva of alcohol abuse at any given time? 
^Howmmany' drug abusers have a history gf« 
'^^coHbl abuse, whether currently or not? 
A suO^rdlnate but related" issue, at least 
within the framework of this study, is that 
of the prevalence of dx^ug abuse ampng 
those identified a's alcoholic^. 



2i If there are, in fact, a substantlW num- * 
ber of drug abuseirs with a history of alco- * 
hoi abuse, it Would be important to 



determine* whether they di^lfer from drug 
abusers with no-«(Icohol abusfe history in' 
sut:h areas as early histories, demographic 
'^^tu^, , or- psychological statuses. At 
the they -enter treatment, is there ' * 

evidence (other than 'their 'drinking his- 
tories) that they are a sjSSdal kind qf pa- 
tient, with special needs for trea^tment and 
rehabilitation? Again, the same questions 
may be asked about, the alcoholic with a 
history of drug abu^e, broadening the 
tissue* to 'that of multiple substance abuse. ^ 
without regard to which substance is seen 
as the primary prtblem at a given moment. 

> The primary focus of the study was to 
determine ho^V knowledge pbtained ^t intake 
enables us to understand and predict what 
^appeig after ^*eatjpient begins aiVd once' 
treatment ends. The expectation^ is that 
alcohW abuse'^ihas an adverse efJect on 
treatment -outc9me. While it is not possi- 
ble^© establish causation* within such a 
study, the degree of association between 
al|:ohol abuse' ap'd poor;,treatment outcome 
will be. explored, both concurrently and 
over the course of time. Three broad 
^question^ are asked of the - data. ' 

U) The, first question has to do with the 
relationship«*between alcohol abuse ob- 
' served 'after' admission to treatment, 
at the time of folbwup, and other .as- 
]^<;ts of the person's 'behavior and 
condition at the same time. Are those 
subjectiS who are abusing alcohol at 
intake and at the time of folbwup, likely 



to have poorer outcomes in other re- 
spects, such as drug abuse, employ- 
*ment,^ involvement with the criminal 
justice system, and psychological sta- 
tus? r • . 

(b) The second question is concerned with 
relationships over time. Is a history * 
of alcohol ?ibtrse prior to the time that 

a drug abuser enters treatment for L 
his or her drug problenT assodatod 
with a greater likelihood of alcohoU 
kbuse at the time of followup, as weH 
as with less successful oi|tcome status 
in' regard to ^rug abuse, employment, 
involvement with the criminal- justice. 
.;5ystem, and psychological status? ' 
Although we can ?iot establish that 
pretreatment alcohol abuses cause later 
treatment faili^re, can it help to identi- 
fy potential failure and those irj need 
of * special treatment * planning? , 

(c) Beyond our primary concern with the 
npliciitions of alcohol abuse, we are 

interested in finding o-ut to what ex- " 
tent different aspects of outcome can 
be predicted from an intake interview, 
as well as in deter^mining just which 
items "of information obtained at the 
/ , point of intake can besft predict each ^ 
aspect of outcome. The analyses deal- 
ing with this issue must be considered 
exploratory, and no hypotheses* are 
advanced concerning them. 

1 

Since the subjects of this study, were drawn 
from two very different modalities, it is: 
'tempting to speculate about differences" 
» between modalities in treatment effectiveness 
either overall or for special types of clients. 
Valid direct comparisons cannot be made, 
howev^U, since clients involved in the 
study were not assigned to treatment pro- 
grams randomly, and since the two types 
of treatment programs differ in very signif- 
icant ways. 

While direct comparisons ^\\ therefore not 
be made ^between the followup status of 
the methadone and EHRC ^subjects, certain 
of the ,fin dings will be presented separately 
for the two treatment groups, whenever t 
there are dif fererfces* between th^ that 
are interesting and informative. Inteitore- 
tation of these differences, however, pust 
be made with caution.. 

Finally, an important question, on which . 
the data can *shed sormlight is in regard 
to^ alcohol abuse by metlVadone client^, in 
particular, whether tijere is evidence that' 
the abusive drinking seen among methadone 



clients can be attributed to the effects of 
methadone itself. 



2. Definitions, Measures, and Hypotheses 



DRINKING BEy-AVIOR 
.AND HISTORY 

The criteria for the jdiagnosis of alcohol *abuse 
include both high levels pf alcohol consumption 
and adverse effects on the person's life from 
that consumption. The adverse effects may 
be seen in various areas of functioning! 
health, e/nployment, psychological status, 
interpersonal relationships, illegal or otherwise 
socially disapproved behavior. In addition, 
loss of control'over drinking is a classic be- 
havioral sign. A .related but^ somewhat dis- 
tinguishable set of signs is concerned with 
the psyqhological or molivatioral basis *for 
drinking— ^he extent to which aiJohol is used 
to relieve anxiety and t^^sion, td forget' prob- 
lems, to feel better ablej to* cope with social 
situations. ^ ^ ' 

These three major aspects of a person's drink- 
ing behavior and their implications were meas- 
ured in this study; two of them were used 
as the basic criteria for tVie classification of 
drinking l^story patterns. The two variables 
used to classify subjects were "Alcohol Con- 
sumption" and "Alcohol-Related Problems"; 
the third variable that was examined wa's 
"Motivation for Alcohol Use." 

Much of the thinking that went into the devel- 
opment of these drinking measures was stimu- 
lated by the work of Cahalan and his associ- 
ate's (Cahalan et al. 1969; Cahalan 1970), and 
many of the items were borrowed from their 
work. Our measure of Alcohol -Related Prob- 
lems corresponds to their Symptomatic Drink- 
ing score, while our measure .of Siotivation 
for Alcojiol Use corresponds to their measure 
of Psychological Dependence. 

Alcohol Consumption 

In both the intake and folbwup interviews, 
subjects were^asked "Did you drink any whis- 
key, gin, or other hard liquor in the last 2 
months?" If .the answer waSv "yes," the sub- 
ject was then asked "How fr^uently did you 
drink?" and "What was the amount on a^ typi- 
cal day whdn yo'u were drinking?" These 
questions w|re then repeated in regard to 
wine»^nd beer. The average daily consump- 
tion of alcohol during the preceding 2-month 
period was then determined by multiplying 
the frequency (e.g.', l.OOtifor daily drinking, 
.14 for once a week) by the number of ounces 



pen occasion and by the ^percentage of* alcohol 
in the beverage in questidn (.45* for liquor, 
.15 fpr wiiie, and ;06 (or beer). The result- 
ing quantities for each* beverage were then 
summed to obtain the total alcohol consumptiont^ 
on an average day in the 2-month period in 
question. ' ^ . . 

In addition, on the intake interview, subjects 
were asked "Was there ever a time when you y 
drank more than you do ^ow?" :^f the answer 
was "y^s," the interviewer then said "Think 
back to the time when your drinking was the ' 
most it has ever been: At that time, how 
often did you drink each of the following, 
and how much did you drink on a typical day 
when you were drinking?" Responses for 
liquor,! wine^ and beer were then comf)uted 
, and summed in the same manner to yield a 
measure of the person's lifetime maximal level 
of alcohol consumption. 

^ The distribution of the resulting scofes was 
extremely positively skewed, even when tot* 
abstainers are ignored. Because "the means 
we're much higher than the medians^ the pres- 
ence of a^ few extreme cases, particularly in 
a small subgroup, could unduly distort the 
picture/ 

A logarfthmic transformation wSis therefore . 
applied to all alcohol consumption scores 
greater tha^ zero.* The resulting scores 
were then grouped to form an index, with 
scopes ranging from 0 to 12. A zero scdre 
was given to subjects reporting no consump- 
tion of alcohol; for tlie other categories, suc- 
cessive ^intervals correspond to a logarithmic 
* "cfifference of .30, or a ratio of 2. In other 
- woMS,^; subjects in each category reported 
twice as much alcohol consumption as those 
in the ^r^eding category. 

'The effelct of the transformation o^ scores 
was to jirovide more nearly^ normal distribu- 
tions,. Satisfying the requirements of the sta- 
tistical procedures used and, in particular, 
minimizing the distorting effe^ of a few ex- 
treme stores. For ease of comprehension, 

consumption data reported here \ 
has Sten (?6n verted 'back to the equivalent in ^ 
^ ounces of 90-proof whiskey. It should be 
^noted, however, that the effect of the score 
transformation is to produce geometric, rather 
•than algebraic, means. , 

Three m6asures of average daily 'alcohol'^con- 
sumption were tffus derived: lifetime maxi- 
mum, on admission to treatment, and at time 

' o^ followup. It shc^^d be i>pinted out that 
the use of a strictly quantitative n^asure of 

^ alcohol consumption does not give special 
weight to' binge drinking, i.e., very high 
cc^nsumption on^a less than daily basis. 



Cahalan'S method of classifying alcohol intake 
does give ^xtra weight to high levels on a 
less frequent basis. One hundred cases were 
classified by both metho(ds, and several that 
were classified as heavy drinkers bV his cri- 
,{eria were not by ours. Nevertheless, we 
d^ded to use. the strictly quantitative meas- 
ure because of its advantages for statistical 
manipulation, with the understanding ^that it 
fails to identify a certain numtner of binge 
drinkers. 



Alcohol- ar^ Drug-Related Problems 

In the intake interview a set of 51 items was 
asked each subject about* his or her drug 
use. It consisted of 13 items about drug-using 
behavior., 14 items about bad reactions to 
drugs or to withdrawal, 14 items about posi- 
tive effects experienced from drugs, and 11 
' items about the adverse effects of di^ug use 
in the person's life. Following this, the same 
items were asked in regard to alcohol use 
(with the addition of an item about deleVium 
tremens). The- subject was first asked wheth- 
er each effedf had ever been experienced in 
relation to alcohol. For items that were an- 
swered affirmatively, the interviewer then 
>sked whether it ha^d b€en experienced within 
the. last 2 months. The same set of- questions 
was repeated in the folbwup interview, first 
,in relation to drug use, and then the entire 
list repeated in relation to drinljing. 

TJius^^TK^ same set of questions (with 'the 
deletion of the item about delerium tremens ^ 
in relation to drugs) was asked within five 
distinct . frames of reference: ^at intake in 
relation to lifetime drii^^se* anj^'^time alco- 
hol use, in relation to cfet^^^Sffalcohol* use, 
on. followup in relation to current drug use 
and to current alcohol use. ^ ^ 

Four parallel^ factor analyses were performed 
on these items, 'together with an additional 
13 items abouf motivations for drug and alco- 
hol use (described below). Twelve subscales 
-were derived in this way; tlie- procedure and 
the item content of the^ scales are presented 
in the appendix. 

Certain of the subscales were very highly 
int^rcorrelated, although logically and statis- 
tically distingtiishable. One set clustered to 
.form a broader scale of "Bad Reactions, %^and 
another set clustered to form a scale of "Life 
Consequences^" [^ese two 'scales, together 
with a four-item scafo^^ "Loss of Control"^ 
and the response -to the>t,em "How many times 
have you stayed intoxicated for ^ .full day or 
more (ever; in the last 2 months)?" had an 
average intercorrelation of \70 for the lifetime 
history, and .68 for the* 2 months prior to 
intake. They were - tjierefore combined^. 
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receding the raw scores for each scale so as 
to give the four components eqi^ weight.^ 
Th*e resulting scale is the Alcohol Problems • 
score; its components, >with the recoding, 
aire shown graphically in figure 1. Three 
Alcohol Problems scores were obtained for 
each subject: "Lifetime Alcohol Problems (pre- 
treatment)," "Current Alcohol Problems (at 
intake),'' and "Folbwup Alcohol Problems." 

Drug-related problems were aSsessed in the 
same way, using a different recoding because 
of the piling up of all drug-related scores in 
. the intake interview at the high end of the 
scale, and without a component analogous to 
the intoxica^tion item for drinking. The two 
scores that were obtained .were "Lifetime Drug 
Problems (pretreatment) " and "Folbwup Drug 
Problems." 

Motivations for'^Alcoh'M and Drug Use 
> 

The 13 items concerned with motivations for 
drug or alcohol use were introduced by "Here 
are some statements people have made about 
why they take drugs (drink beer, wine, or 
liquor). Think about each statement and tell 
A^me how important each of the following is to 
^ ygtu a^ a reason for taking^drugs (drinking)." 
The response options were: "very important,." 
"fairly important," "not at all important," or 
"does not apply" (the last for non drinkers - 
only) . All 13 items^ were first asked with 
regard to drugs, and then repeated with re- 
gird to alcohol. * ^ ^ 

Four of these items clustered into a scale of 
"Social Reasons for Drinking /Using , " which 
preliminary analysis indicated was of little 
r\ utility for the issues under investigation. 
Four of the "reasons for drinking/ using" 
items, together with 10 of the ifems previously 
cited describing positive effects experienced 
from drinkinjg or using, fell into tJrree highly 
inter correlated sub scales. These scales were 
combined, with the addition of two motiva-. 
tlpnal items and two positive effect items that ^ 
were related to. the sub scales generally but 
to none specifically. The resulting ISHtem - 
scale is called "Motivations for Use"; its con- 
tenl^is given in the appendix. Four frames . 



pf reference were scored: Motivations for 



Alcohol Use, pretreatment >and on folbwup, 
and Motivations for^ D^ug Use, pretreatment 
and on followup* ^ • 

V 

The Motivations for Use Scales form a logical 
contrast to the Problems^ScaJes. Whili*, the /* 
latter represent loss of control and the nega- , 
tive effects of substance use, the Motivation 
for Use Scales describe the subject's per- 
^ jCeived benefits from and positive motivations 
"'for substance use. Typical items are: drink- 
ing helps you to forget* your worries and 



troubles; makes you feel happy, calm, telaxed; 
provides relief from pain, anxiety, and ten- 
sion; helps you to have fun, relate better to 
people, overcome shyness, and relax socially; 
helps you to be mores^ alert mentally and ex- 
press your Ideas and opinions. The distinc- 
tion is that the Problems Scales measure what 
drinking (or drug-ta]dng) does to you, ^hile , 
the Motivation for Use Scales measure what 
drinking (or drug-taking) does for you. 

• 

l^ogical though this distinction may be, i,t did 
not hold up in practice. Each of the Motiva- 
* tion for Use scores was highly correlated with 
the corresponding Problems score* and had a 
similar pattern of correlation with other meas- 
ures ag well. Thus, the person for whom a 
chemical substance is very^ important as a 
, way of solving life's problems and meeting 
psychological needs is very likely to be in 
trouble wrth that substance. 

Although all of the analyses of data were per- 
formed for the Motivation for Use scores as 
well as for the Problems scores, the findings 
essentially ciiplicated each other. Results 
are therefore presented for the Problems 
scores only. 

Criteria for Classifying 

Alcohol Use and Abuse Patterns 

We wished to develop criteria for identifying 
patterns of alcohol use that can justifiably 
be considered to represent alcohol abuse . 
•The sample of residents adiratted to EHRC 
for the treatment of alc'oholism was used as 
the reference group for selecting the c^riteria 
for edeohcJl abuse.* At the other ejctreme,* 
Cahalan's published studies .of drinking behav- 
ior in sai^ples of the general itopiila tion we^e 
compared' with our data. These comparisons 
i^howed that, while the* total drug addict, sam- ^ 
pie did not equal the alcoholics Jn their levels 
of alcohol Consumption and prcBlems, both 
th^ con sdpip tion and alcohol -'relaxed problems ' 
were grfiS^itiy in excess of those reported hy i 
Cahalan's" general population samples {Skrr 
et al. 1974). jj^LJ^ese differences must be inter- 
preted cautionj^y^j tiowever, since our samples 
were not tnafthed with Cahalan's^n demo- 
graphic characteristics. Large differenced 
remained when our sample was compared with 
appropriate breakdowns of his data by race, 
4. economic level, and region pf 'the U.S.^ 

The criteria for the classification of "problem 
drinkers" and "heavy drinkers" were bas^ 
on tfte distribuTTons of the Alcohol Consump- 
tion and Alcohol Problems Scores in the sarp- 
ple of alcoholics. That is, the cutoff points 
fpr classifying scores as "high" were placed 
at the lower end of the rarige of scores re- 
ported by the alcohplics. It should be 
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FtGUREJ.— Composition x)f the Alcohol' Problem Score 



D-1, Dysphoric\ 
reactions 



^1 



a» 

D-2. 


Visual distor- 
Aons from 
ilcohol' 








D-3, Psychophysio- 
logical effects^ 



E-1, Job^nd school 
problems * 




Marital prob-^ 
lems* * 








^ ' 

E-3. Problems in 

social r^ation- 
ships 



C, Loss of control 
over alcohol use 



Raw score: 0 to 4 



D. Bad reactions 
to alcohol 

Recode: 0=0 
= 1 
5-7 = 2 
8-12 = 3 




E. Life conse- 
' quences of 
^ alcohol use 

Recode: 0=0* 
1-2 = 1 
3-4 = 2 
5-7 = 3* 



Number of times 
drunk for a full 
day 

Recode: 0.= 0 

' i-^=r 

3-8 = ^ * 
Over 8=3 



^ALCOHOL 

PROBLEMS 

SCORE 




. •'lth:^^4rsa.%?' '^°™ ^'^""-^ -it applied to les^ 



pointed out that this is 'a very stringent cri- 
terion, since the EHRC treatment population 
includes a larger proportion of those in ad- 
vanced stages of alcoholism than would be ^ ^ 
found in most other residential alcoholism pro- 
grams; very few have even partially intact 
working or family lives. Jhe cutoff points 
that were use<^are: ^ 

(a) A4<\ohol Consumption , The cutoff point 

above which alcohol consumption reported 
* in 'the intake interview was labelled 
^ "hig>i" corresponds to 3.82 ounces aver- 
age daily consumption of 90-proof whis- 
key.. When we apply this criterion to 
^1 the lifetime maximum >tlcohol consumption, 
virtually all of the alcoholics fell aboye 
the cutoff point by definition, averag- 
ing* 36.62 ounces of whiskey daily or 
the equivalent in other alcoholic bever- 
^ ages. The drug addicts whose lifetime 
maximum consumption was above the cut- 
off point averaged 17.56 ounces of whis-^ 
key or the equivalent. (These means 
would have been much higher^if the log- 
arithmic trans for-mation had not been 
Used— 67.33 ounces of whiskey 'for alco- 
• hohcs, and 25.59 ()un6es for drug addicts 
in the high score range.) Thus, al- 
though the cutoff point may not seem 
very high, those above it had, on the 
average, consumed large quantities of 
Alcohol. *By comparison, the drug ad- 
/dicts who reported some drinking (i.e.,' 
^ who #ere not abstainers) but^ below the 
cutoff point for high consumption, had 
a lifetime maximum of 0.68 ounce^ of 
^whiskey daily. ^ ^ 

Alcohol-Relat^ Problems . ^ The cutoff ^ 
point for a high Alcohol Problems Score 
was 5 or more of a possible 13 points. 
^ The mean .for ^ohblics above this point 
(again, virtually all, by definition) was 
10.0, and for drug addicts above the 
cutoff point the mean score was 8.1. 

Having ^Jescribed the mea^ureQ to be used to 
characterize the drinking histories of our sul^- 
jects, and the criteria- for classifying Scores 
as high, we can now proceed to define the 
terms that will be used in the remainder of 
this report to describe tlie drinking histories - 
of our subjects. ^ 

\ 

DEFINITIONS OF TERMS , ' 

The terms used to characterize patterns of 
alcohol use and abuse are: 

Problem Drinker ; A problem drinker is de- 
fined as- one who has a high Alcohol Problems 
Scejre (5 or more);^ The overwhelming major- 




ERLC . ^ ; 



ity of problem drinkers are also "heavy drink- 
ers," but this neecf, not be the case.* 

Heavy Drinker ; A heavy drinker is defined * ^ 
as one with a high level of alcohol consump- 
tion (averaging above 3.82 ounces of 90-proof 
whiskey daily) \ A Ijeavy drinker may or may 
not describe himself as a problem drinker. ^ - 

Moderate'' Drinker : A* moderate drinlfer 'is 
one who deports, some consumption of alcohol, 
but at a level 'below that classed as heavy - 
drinking (aveVaging bilow 3.82. ounces daily). 
A moderate drinker is unlikely to report a 
high level of alcohol problems, but he ma^. 

Abstainer : Abstainers are those who report 
no alcohol consumption. It should be noted 
at this point that no distinction will be made 
in the analysis of data between moderate 
drinkers and abstainers; that is. comparisons 
based on alcohol consumption are only made 
between heavy drinkers and those who are 
not heavy drinkers, since our primary corj- ^ 
cern is with alcohol abuse. 

Each of the^e terms will be used to charac- 
terize the drinking behavior of subjects with 
reference* to the different time frames re- 
ported, i.e., lifetime, current as of intake, 
^ and at followup. The drinking history obr^ 
Hained in the intake interview will be 'identi- 
fied as past or current. 

Current problem drinking refers to a high 
Current Problems Score "(within 2 months of 
admission)'. Current heavy drinking refers 
to a high level of alcohol consumption re- 
ported "for the 2-month period prior to admis- 
sion. 

A past problem drinker is one with a high- 
Lifetime. Alcohol Problems Score^/^t not a 
high Current Problems Score. A past Heav y ^ 
drinker is one who reports a high lifetime 
maximum .level* of alcohol consum/tion, but 
not a high level in the 2 months prior t6 ad- 
mission. 

NONDRtNKING OUTCOME MEASURES 

A-ND THEIR PRETREATMEl^T CQVARIATg^ 

* i 

In addition to alcohol consumption and alco- 
f hoi problems 1 four other major domains of 
functioning were studied: dri;g use and drug- 
related problems; psychological status? in- 
volvement with the criminal justice system,' 
♦ and employment, ^ach' of these areas' jvas 
assessed; at intake as well, so that pretrea^- 
ment 'Stat^s could be t^ken into account. . 

The use of parallel intake and 'foltowup meas- 
ures makes it possible to (a) assess change 
during the year since entra'nce to treatment , 

" Iv - ■ •■ ■•• 



A land (b) to obtain a "purified" measure of 
V change during the posfintake year, using 
covariance techniques -to partial out the ef- 
fect of pretreatment status in a given ^rea 
on relationships between status on folbwup 
in that area and Wher measures. 

Drug Use 

Oij^both the intake and folbwup interviews, 
subjects were asked how ^ften they had used 
each^of a list of 14 substances during the 
pii^eceding 2 months. Si^c drug categories 

^were u^ed in the analyst's: narcotics (com- 
bining the categories of heroin, illegal meth- 

,,ado™. and other opiates and synthetics). " 
sedatives (includirrg barbiturates and ^netha- ^ 
qualone). cocaine, amphetamines (including 
other stimulants), marihuana (inciucjing hash- 
ish), and tranquilizers "(i.e. th^' so-called 

rranor tranquilizers, such as 'chbrdiazepox- 
ide (Librium) and diazepam (Valiurn)'.^ 

For the intake data> ^v/o additional variables 
were cheated to summarize the degre/ of drug 
use. "Number used^ls the number of dru% 
categories^ in which any use occurred during 
the 2-month period befoiie intake. "Nuit>ber 
used regulariy" is the number of categories 
used more than pccasionally. defined as at 
least once a wee^ for narcotics, ^edatives. 
marihuana, and [tranquilizers, and at least 
twice a month fot amphetamines and cocaine. 
Greater weight was given to daily use in the 
measures of freqliency of use of each of th6 
^ six drug categories. and-,these measures werfe 
analyzed as well. \ 

DEVELOPMENT OF A DRUG USE INDEX 

-Since a -large number of statistical analyses 
were conducted for each outcome measure, a 
comprehensive Drug, Use) Index was felt to be 

. useful. The particular way in which drug- 
categories were-combined and the weights - 

^ Assigned to th^m are inevitably some\)^hat arbi- 
trary, and a case could be made for a differ- 
ently constructed index. The present one' 
has provide useful, ho\Mever, for a general 
screening- of relationships.. Where a signifi- 
cant relationship with the Drug Use Index is 
reported, the particular drug category or 

^categories responsible for the relatiorfship 
will be noted. 

The most commonly usjed drug 'oA folbw^p, ' 
other than alpohol, was marihuana, followed^ 
by narcotics. Sedatives, tran<5uilizers. am- 
phetamines, and cocaine were each used ap- 
preciably less often, although ^their tombined • 
yse approached that of Jiarcotics. Accord- 
ingly, the first step in constructing the 'index' 
vwarf to develop a measure for the combineS^ 
use of sedatives, tranquilizers, amphetamines. 



and cocaine, taking into accotmt. the total 
frequency ot use of any of the Ifour types of 
drugs. From this was derived a measure of 
the use of -^other drifgs" (i,e.. other than 
narcotics and marihuana). If ail use was re- 
ported as by prescription, it was not counted 

w.in th^e index. Regular use of "other" drugs 
was given 4 points, and irregular use re- 
ceived 2 points. Marihuana use was not 
counted if the person received a score for 
the use of uppers and downers, but. if he 
or she reported no illicit (nonf^rescribed) use 
of 'other" dinigs. then 2 points was given 
fpr regular marihuana use and I point for 
irregular use.^ Thus, the use of nonnarcotic 

- drugs could be scored as 0, 1, 2, or 4. 
Added to this was a score of 2 points for 
regular narcotic use and 1 point for irregu- 
lar narcotic use. yielding a score with a ranee 
from 0 to 6.' > - 

A reasonable objection might be raised that 
narcotic use should have been given greater 
weight in the Drug Use Index. It is of inter- 
est, therefore, that when the index is corre- 
lated with its components, the highest corre- 
lation is nevertl\eless with narcotic use. The 
correlation coefficients of the prug Use Index 
with 'the component drug categories on follow- 
^Ft:^^^' J^^^ °^ magnitude: .with narcotiofe. 
.653; with aiAphetamines. .556; -with marihya-^ 
na. .551; with tranquilizers, .494; with seda- 
tives. .367^ and with cocaine. .279. The 
average interrelation of the categories with 
each other is .197. ' 

Drug Problems 

The Drug Problems Score is directly analo- 
gous ^to the Alcohol Problems Score, b^sed 
on^ill but one of the same items, and has' 
already be^ described. It was scored in 
the same /Way on the intake interview (for 
Lifetime Drug Problems) and the followup 
. interview \ ^ 

Psychological 

Psychological status was assessed in both in- 
^terviews by a set of 52 questions. Twenty- 
eight were about feelings and emotions, dnd 
24 vvere framed as selMmage items (i.e., ' 
"How much like you is the kind of person 
who. . . . ") . Ai factor analysis -was^performed. 
yieading 8 scales that used 37 of the items. " 
The scales included from two to seven item^. 
and their reliability Coefficient (based on 
mean item intercorrelations. usii^g tl^ 
Spearman-Brown formula) rangeld from \o5 ^ 
to .781. Three of the scales consisted entire- 
ly of self-imagaltems: "gpciability," "depend- 
ence on othersf" and "abiUty to cope." A .} 
^cale labelled "resistance to authority" con- ' 
sisted of two items from each list. The ' 
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r^m^ming fdur 'scafes ''consisted entirely of 
items concerned with feelings: "depression," 
"igistrust," "phobic anxiety," and "happiness." 

Prehminary analyses showed that the^ three 
scales of depression, phobic anxiety, and , 
happiness were intercorrelated and had simi- 
lar patterns of correlation iwith other meas- 
ures. Accordingly, they were combined to 
form a 'singie 18-item scale labelled Dyspho - 
' ria, measured in t.he same way on /intake and* 
toTbwup. ^Its reliaVility coefficient was .848. 
The possible range of scores is from 0 to 72; 
the actual ran^e was frorp 1 to 60. 

' The questions were* introduced by the state- ce- 
ment "I am going to ask you some questions , 
about different feelings you may have had in 
» the last 2 months. For each of them, I would 
like you to tell me how often you have felt 
that waV, that is, hav^ you felt that way all 
of the time, most of the time, fairly often. ^ 
once in a^ while, or never?" Thus, each item 
was scored frpm 0 (never) to 4 (all of the 
time). 

The SIX items in the Depression scale were: 
feeling bad or worthless; blaming yourself 
when things went wrong; feeling that noth- 
ing turns out the way you want it to; hav- 
ing had trouble getting started on the things 
you have to do; feehng unhappy, depressed, , 
blue; and fteling weak, tired, or worn out. 

The seven items in the Phobic Anxiety scale 
were: feeling people were trying to pick quar- 
^ rels or start arguments with you; frightening 
dreams; afra\d of being left alone, abandoned, 
or losing someone important to you; afraid of 
any particular thing, jsuch as Crowds, heights, 
or animals, even though you knew that there 
was no real danger; attacks of sudden fear 
or panic; feeUng apart and alone even among 
• friends; and feeling different from other peo- 
ple. In addition to the phobic element^ there 
IS a paranoid tinge to some of these items. 

f 

/The scoring was reversed for»the five items 
expressing Happiness, with ^never" scored 
as 4 and "all of the tiVie" scored as 0. The 
items were: feeling hVppy, cheerful, con- 
tented; feeline energetic and- lively; feeling 
satisfied with yourself; feeling calm and re- 
laxed; and enjoying being with other people. 

Thus, a low score represents feeings, of psy- . 
chological well-being, while a high score rep- 
resents feelings of ill-being, or^ dysphoria. 

Involvement with th$ Criminal Justice^ystem 

^ Three highly correlated ra^su res » were com- 
bined to provide an indox of involvement with 
^ the criminal justice systfem during the iolbw- 



up year; number of arrests, number of con- 
^J'ictions, and amount of time spent ir) prison. 
These variables differ from the other outcome 
variables in that they do not represent daily, 
ongoing behavior, but are sporadic in their 
occurrence even/in the life of a person to 
whom they have happened comparatively often. 
Furthermore, in the short run they may pre- 
clude each other. For example, if we were 
to look only at the 2 months prior to admis- 
sion, a person wh6 was in prison the entire 
time could therefore not have been arrested 
during that period. 

It was therefore decided to represent each 
subject's pretreatment experience with the 
criminal justice system" by his or her lifetime 
number of arrests, convictions, and number 
of months spent in jail, and to base the out- 
come measure on the entire year since intake. 
While this is necessary to prcMde an adequate 
time samphng, it makes direct ^re-post com- 
parisons impossible. It is possible, however, 
using jCovariance techniques, to say that the 
postajphission criminal justice involvement of 
"one subgroup of subjects is greater or less 
than t^hat of other subjects when preadmission ^ 
history is taken into account, and it is also 
possible to make direct compaMspns of the 
preadmission or postadmission histories of 
different subgroups. 

For th^ year of folbwup, the Criminal Jus- 
tice, Index was computed as follows. For both 
number of arrests and number 'of convictions j 
none was scored as 0, one as 1, and two or 
more were given ^ score of 2; no time in pris- 
on was scored as 0, 1/to 30 days as 1, 31* to 
180 days as 2, and 181 day's or more as 3. 
The sum of these three components could thus^ 
' range fr|jn 0 to 7. 

Employment 

Preadmission employment was measured by 
the number of months employed in the 2 years ^ 
prior to admission to treatment. The outcome 
measure used was the number • of months of 
employment 'in the year between intake and f 
followup. Thus,. a direct comparison is pos- 
sible by dividing the pretreatmer\t measure 
by two. 

s * ' ' 

It should be noted that the conditions of treat- 
ment, in the two. types of programs sampled 
affect the possible length of employment. 
JSince the EHRC Inpatient Program is a 2jr 
month residential program, it is not possible 
for anyone who stayed in the program for at 
least a month to be credited wi^h 12^ months 
of employment. On the other hand, EHRC " :^ 
ex-residents who continued into the Candidate 
Program were counted As employed during 
that period, since Candidates are employed^ 

12 ' ' • \ 
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by the hospital and pay for their room^and 
board from their earnings. Adequate work 
V performance is one ol the conditions of th6ir 
staying in the program, and the Canftdate 
period was judged as valid a form of empjoy- 
ment as the participation of a methadone client 
in a work training or vocational^ rehabilitation 
program , 

i^he'a;^alysis and , ' 
'presentation of data 

*The majqr variables used' to assess folbwup 
status and the corresponding intake varia- 
bles are summarized in iable 2, These meas- 
ured lend themselves to a variety of statistical 
approaches. The measures may be treated 
as continuous variables, and subjected to cor- 
relational methods,, analysis of variance and 



covariance. 
and groups 
other. 



They may also be categorized,' 
of subjects compared with each ' 



A case in point 'is the issue of whether or 
not, jn cofh^aring the status of different sub- 
jects or groups of subjects on each outcome 
variable, the effect of pretreatment status on 
that variable should be controlled. If the 
portion of the variance in the outcome measure 
that IS attributable tojts correlation with the 
intake ^covar^te MS removed, the resulting 
residual score is a purified measure »f out- 
come status, uficorrelated with intake status 
by definition. It is a cleaner measure gf 
treatment effect" than the raw outcome score 
vft>uld be, and measures only the variance 
across subjects not attributable to their pre- 
treatment standing. It must be kept in mind ' 



TABLE 2.^ajor variables used in the analyses 



Pretreatment ' 
Status and History 


-I Lft . 

/ 

Status on Followup 
(Outcome Measures)* 


Maximum Alcohol Consumption ' 
Current Alcohol Consumption! 


Followup Alcohol K:onsumption 
(2 months pr einterview) 


^Li|g,time Alcohol Problems \ 

Current Alcohol Problems^ " l 
— — ■ — ' j 1 


Followup Alcohol Problems ^'^ 
(2 months preinterview) 


Frequency of use of drug cat^el 
gories in 2 months preadmissioA 

Number of drugs used regular^; 
' nuBfiber of drugs used in 2. months 
preadmission ^ 1 ♦ 


Followup Drug^Usf 

(2 months preintJ^-view) 


Lifetime Drug Problems ' . 1 


Followup. Drug Problems 
(2 months preinterview) 


Dysphoria ^ J 
(2 months preadmission) 


Followup Dysphoria 

(2 months preinterview) 


Lifetime a^crests, convictions, ] 
an4 Mme spent in*pri^son 


'Followup Criminal Justice Index 
(for entire year since intake) 


Months employed, 2 years^pre- v 
admission 

• Employtnentiftatus, 2 months prb- 


Followup Mont^is^^ployed . 
r (for^entire y^ar siuce intake) 




\ 
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that the rema ining vari ance is. nbt necessarily 
the result ol' treatment, since it reflects .the 
effect of other events or experiences that^ 
have impir^ged on the person in the* interven- 
ing year, as well as "random" or unexplarined 
sources of variance. 

An example may ^clarify the^ssae. The r ' . 
between intake and, followup dysphoria scores 
is .39.9; thus, the level of dysphoria at intake 
accounts for 15.'9 percent (i.e., r*) of the 
variance among subjects "in dysphoria on fol- 
lowup. If this variance is removed by analr 
ysis of .covariande or by the use of residual 
scores,^ two subjects with iTtrs^game responses 
on'folbwup will be ass(issed dilTSTt^eiitly. If 
both have an average -score on followii^, the 
one who was previously very dysphoric will 
be assessed as less .so on followup, when com- 
pared with the one who had reported little 
dysphoria on intake. 

For some purposes this is useful and appro- , 
priate, particularly when the goal is to learn 
how miith predictive power a different vari- 
able, su^h as problem drinking', .ovi add to 
the predictive power of the preajifriia^ion sta- 
tus on the same variable as that behig as- 
sessed at outcome. * 

The covariance score, however^ no longer 
has tke direct* meaning that the raw score 
has. Furthermore, in practice, when we have 
to deal with an individual, we are likely to 
be more interested in being able to predict, 
for example, hOw likely the addict with a his- 
tory of problem drinking is to be dysphoric 
later on, than we are in purifying^ that pre- 
diction by the elimination of the role of pre- 
treatment ^ysphori'a. 

Size of the Sample in » 
the Data Analyses 

The data reported in chapter 3 are based- 
en tirely on the intake interview, and i^o in- 
clude the full sample of 866 drug ad^cts (280 
EHRC 9ubjects and 586 methadone subjects). 
All subsequent analyses, however, are ^of- out- 
come measures,, and so are reduced by the 
102 cases for whom followup data are not-avail- 
able (83 not * followed,' 16 deceased, and 3^ 
cases not entered into the data base). They 
thus include 764 cases> consisting of, 242 
*'EHRC residents and 522 methadone <Jiems. 

V 

In -addition, foui^ of the s«ven outcome meas- 
' ures ^are concerned with alcohol and drug 
use and associated problems. Subjects who ^ 
are imprisoned are not free to drink o;r use 
drugs (althoagh some apparently manage to 
*do so)fy To include thffii in the analyses pro- 
duces very misleading results, since someone 
who igf abstinerit beciUise he is. in prison is 



quite different from the person who is volun- 
tarily abstinent. Accordingly, ,106 subjects . 
wh8S"e folbwup interviews were conducted in ^ 
prison are removed from all data analyses 
involving the four substance use variables. 
The re^ultiag sample of 658 cases includes 
190 EHRC subjG^irts^and ^8 m^hado^ subjects. 

HYPOTHESES - ^ ' . 

The folbwing hypotheses ^ere tested in this 
study: " ^ 

Hypothesis I \ 

Subjects who, are abusing alcohol at the time 
' of followup will have' poo/er outcome status 
than other subjects in regard^ to other aspects 
of functioijing'. 

p^^^^tion 1 ; S^ibjects ^o are problem drink^ 
ers at the time of follo\^up will, when com- 
pared with other subjects, have at the same 
time ^ *• i 

a. higher DrJUgHJs^ scores, 

b'. higher Drug Problems scores, 

c. higher Dysphoria scores, 

d. higher Crimipal Justice Index scores, and 

e. fewer monthsi, of employment since intake.- 

Prediction 2 ; " Subjects who '^re heavy drink- 
ers but not' pr9tflem .drinker^ at the tiTne of 
folbwup will, w'hen' c'ompared with subjects 
who are- neither heavy drinkers nor problem 
drinkers, have* at the same time 

a. J^her Dru^- Use scores, > 
by^iigher Drug P/oblems scores,.' 
jf. highei^ Dysphoria scores, 
/d. higher Ci^iminal Justice. Inde^c scores, and 
e. fewer morithg^ of^employment since intake. 

Hypothesis II ' * * " ^ 

Subjects *with ^ history oi alcohol abuse prior 
to the time th?it they enter treatment for drug 
abus!«wilU-have^poorer outcome status than 
otherft^ibjects .in regard to alcohol abuse and 
other aspects of functioning. 

* ^. . . * ^ 

• Prediction 3 : Subjects who report a history 
of problem drinking in-**\he iiftake interview 
will, when compared' with sji^ibject-s' without a 
history of problem drinking, be characteri2?ed 
at the time of f9llowup/by ^ * 

a. Higher A^ohol Consumption scores, 

b. higher^ldohol Profilems scores, 

c. higher Drug Use* scores, \A/ . . 
^d. higher Drug Problems scores^ r>jjL/ ' 
*e-» higher Dysp^o^ scores, 

f. higher ^Cidminar Justice Index scopes, and 

g. fewer months l3f employment since intake. 

14 , * ' ' 
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Prediction 4; Current problem drinkers as 
determined in* the intake ii^terView. when com- 
pared with past problem drinkers/ will be - 
Characterized at the time of followup l;y 

a. higher Alcohol Consumption scores, 
- b. higher Alcohol Problems scores, 

c. higher Drug Use scores, y 

d. higher Drug Problems stores, ^ 

e. higher'Dysphopa score§, 

f. higher Criminal Justice Index scores, and' 

g. . fewer months of employment since intake. 

Prediction 5; S.ubjects who report a history 
of heavy drinking but not problem drinking 
in the intake interview will, when compared 
with subjects who have no history of either 
heavy drinking or problem drinking, be char- 
acterized at the time of followup bv 

• 

^* JVf^f^ Mf^^bo^ Consumption scores, 

b. h'iglier Alcohol Problems scores, 

c. higher Drug Use scores, 

d. higher Drug Pr^oblems scores, 
er* higher Dysphoria scores, ^ 
f. higher Criminal Justice Index scores, and 

fewer months o'f employment since intake. 

Prediction 6; Current heavy drinkers with 
no past history of problem drinking. When 
compared with past heavy dHnkers with no 
history of problem drinking, will be charac- 
terized ^at the time of" folbwup hy 

a. higher Alcohol Consumption scores, 

b. higher Alcohol Problems scores, 

c. higher. Drug Use scoi"es, 

d. higher Drug Problems scores, 

e. higher Dysphoria scores, 

f. higher Criminial Justice In(j€x scores, 
and 

g. fewer months of employment since intake. 

In adcUtion to issues tested by the hypoth- 
eses Some further study questions were ad- 
dresSC^d. They are: (1) How prev^ent is a 
history of alcohol abus6 Imo/ig drug addicts 
ent^ng treatment? . (2) What are th6 pre- 
treatment characteristics of drug addicts with 
a history of alcohol abuse? and (3) .How well 
can di/ferent aspects of treatment outcome be 
predicted at the time of intake? The remain- 
ing two issues .are concerned with treatment 
modality, They are:. (4) What changes were 
observed in both modalities from intake to 
foibwup? (5) Does methadone maintenance 
lead tOc» alcohol abuse? ^ 



3f- Types oi Pretreatment Drinking Histories 



Two major dimensions of alcohol use and abuse 
have- been -defined--consumptlon and problems— 



filJ^ P^°^^^^r«s for developing scores oi 
hese dimensions with good statistical meas- 
urement properties have been described Jn 
some detail. Thef scores will enable us -to 
relate drinking behavior at o^ie time with that 
at another tim^, aVid to relatte drinking be- 
havior to ot^er types of behavior by various 
statistical measures of association. It is impor- 
tant, however, -not only to measure dimen- 
sions but to attempt to categorize individuals 
as well* , * 

Xo answer -^hese questions, a preadmission 
empirical, typology .of the drinking histories 
obtained was developed. The resulting typ- 
ology has three dimensions: (a) level'of alco- ' 
hoi consumption-, (b) level of alcohol-related 
problems, and (c) the time dimension, whether 
.. a given pattern of c;)nsumption and problems 
was currently active on admission to treat- 
ment or existed only- in the past. 

Not all combinations of these three dimensions^ 
are logically poss^ible, since a high problems 
sspres cannot oc'cur with zero consumption, 
and the current versus past distinction ap- 
_ phes only to those .whose. lifetime maximum 
■ consumption was in the high range. As >a 
result, there are "seven possible types. . 

THE TYPES AND THEIR PREVALENCE 
• ' in^table?.^"*'"" ^^-P^^ presented 

Figures 2 and 3 show graphically, for the 
drug addicts only, the average alcohol con- • 
sumption and Alcohol Problems Scores for both ' 
Ufetime and the current period for each type. 

■ Types I and II represent those witWKistoi^ 

TnolnH^^ P^^* current,, and, 

induded 24.5 .pergept of the drug addicts 
frr 95.6 percenfor the alcoholics. Types ^ 
III and IV reported high alcohol consumption 

1^^"^^°^ """/^^^^ "° problems 

related o drinla^f|, and^^uded 25.8-jpercent 
of drug addicts an.d 3.1 percent of alc^^oholics. ' 
The presence of a few alcoholics in these two 
. groups (seven cases) suggests that some sub- 
ects in these groups did in fact have prob- 
lems but either denied them to themselves or v 
m&rely faUed to report them in the- interview. 
T^^pes.I, II, III, and IV thus include all sub- 
jects wKo reported that they had ever been 

T^.n ^'"^^""'^'"^ P^«"* °^the alcoholics 
and 50.3 percent of the drug addicts. 

TypSs y and yil consist of moderate dririkers, 
and include 27.1 percent of the drug addicts 
and 1.3 percent of the alcoholics. Most of 
the moderate drinkers did not report a high 

problems (Type V),/\but I 
few did (Type ViD . In all, 7. pertlnt of , 
15 / J 
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TABLE 3. -^Preadmission topirical typology of drinking hislibries 



N=228 



N=866 



Type 


A] 
Cons 
Max 
1 i— 


cohol 
umption* 
Current 


Lifetime 
Alcohol 
^ Protil^ms 


Percent 
of 

Alcoholics 


Percent 
of All 
Drug Addicts 


Percent 
of EHRC 
Drug Addicts 


Percent 
of MM 
I>rug Addicts 


I 

TT 
11 


High 
- High 


Hi^h 
Mod, None 


High 
High ' 


77.6 
18.0 


>95.6 


13.7 
10.7 


> 24.5 


> 11.4 
16.4 


> 2X9 


14.8 
8.0 


? 

> 22^9 . 


.III 

IV 

<r — — 


High 
High' 


Mod, None 


Low,^one 
Low , None 


• 1.8 

1.3 




11,4 
14.3 


> 25.8 


7.5 
. 13.9 


> 21.4 


T 

13.3 
14.5 


> 27.8 . 


V 


Mod 
Norte 


* Mod, None 
Nohe , 


Low, None 
' Ndlie 






; 25.3 
/22.6 


> 47.9 


25.4 
22.5 


> 47.9 


^25.3| 
22.71 


> 48. Q 


VII *^ 


Mod 


Mod t None 


High 


.9 


r.8 


2.9 


1.4 



-N=280 



N=586 



LABELS: 



I. 

II. 
III. 
IV. 

V. 

VII. 



Current Fro^lem Drinlcers (and Heavy Drinkers) 
Pas^ Problem Driokers (and Heavy Drinkers) 
Current ^Heayy 'Drinkers (no history of problems) 
«Past Heavy Drinkers (no history*of problems) 
^ Mwerate Drinkers (no history of problems) 
Abstainers ^ 
Moderate Drinkers ^vith Problems 
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FlGUIffil^ean dkily average alcohol consumption by drug addicts in each MrinlTing" 
^ , Wstory.*ype (expressed in equivalent ounces of whiskey) . ' ^^^King^ 



'l 
II 
III 
IV 

VI 
VII 



Lifetime Maximun 



During 2 Months 
. Preadmission . 



4 25.5 oz 



13.4 oz. 



V 19.1- oz.. ^ 



0.2 oz. 



P 



13.2 oz 
13.5 oz. 

0.7 pz. 
None 

1.7 oz. 



9.5 bz. 



D D- 



•") 



W D 



0.3 oz. 
0.3 oz. 
None 
oz. 



FIGURE 3.-4^ean Alcohol Problems Score^ of ^ drug^ addicts in each drinking history 



type 



Type * 
I 



Lifetime 



During 2 Months 
Preadmission 



8.1 



5.2 



II 
III 

IV 
V 

yi . 

VII 



7.9 



1..9 
1.8 
0.9. 

0 . 



□ -0 



7.1 ' 



0.8 
0.3 

a 

l.,5 
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the drug addicts who claimed that their alco- 
hol consumption had never exceeded a moder- 
ate level, according to .our definition, re- 
ported a high level of alcohol problems^ Low 
though this figure is, one wonders why there 
are any such cases; the fact that the maximum 
alcohonronsumption df Type VII was somewhat 
higher than that of Type V (see figure 2) 
does not sefem sufficient explanation. Some 
of the findings suggest a tentative interpreta- 
tion, which will be proposed at the end of this 
chapter. 

Type VI consists of subjects who claimed that 
they had never consumed alcoholic beverages, 
and includes 22.6 peri^nt of the drug addicts 
and no alcoholics. 

The distribution of subjects over the types 
sheds light on the nature of the relationship 
between problem drinking and heavy drinking. 
If we examine the lifetime alcohol histories of 
the drug addicts, it can be seen that -close 
to half (48.7 percent) of those who h'aveJoeen 
heavy drinkers (Types I, II, III, wand IV) 
have also -been problem djrinkers (Jypes I 
and II). If, however, we consider all who 
have been proAem drinkers (Types I, II, 
and VII), virtually all (93.0 percent have^ 
also been heavy drinkers (Types I anti II). 
It would appear that, with rare excepti6QS, 
heavy drinking is a necessary but not suffi- 
cient condition for the o<jjurrence of a high 
level of alcohol-related problems. 

The concentration of alcoholics in Types I 
and II follows, of course, from the fact that 
the criteria were based on their responses. 
By definition, then. Types I and H indicate 
a history of problem drinking. ^If so, about 
a quarter of the drug addicts in this sample 
had, at some time in their lives, resembled 
the EHR.C alcoholics in tlieir drinkihg* behav- 
ior and its effects. At the time that their 
drinking was at its maximum, they drank an 
average of 22.4 'dunces, pf whiskey daily, or 
mor4 than U pints of 90-proof alcohol. Those 

.in Xynel averaged a 'fifth of whiskey at their 
maxixnum. Of subjects in these j^wo types, 
56.1 percent of the drug addicts and 81.2 
percent of the alcoholics were still drinking 

'at alcoholic levels at the time they entered 
treatment. 

• Analyses of the study sample indicated that ♦ 
a number of the addicts had reduced or stop- 
ped their clrinking. as they began to. abuse 
other drugs. The same was ti;ue of the drug 
addicts in Types III and IV . Close- td balf 
of those who. had once consumed large quanti-^ 
ties of *alcohol, ^ut denied problems, had 
.reduced or stopped their drinldng, most often 
after beginning .to abuse ot^er drugs. One 
might, pxpect that drug 'addicts who once 
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dranic excessively would be at higher risk 
for developing drinking problems during or 
after treatment for their drug problem than 
those without such a history. This issue 
will be explored by examination of the 12- 
month foHowup data. * 

The types were compared in regard to age, 
ra^is, and sex, and did not differ significant- 
ly on any of these variables. The EHRC and 
methadone samples did differ significant-Jy 
however ()('=22,017; df=6; p < .01) in iheir 
distributions over the types. As is shown 
in table 3, the two. treatment groups did not 
differ in the proportions claiming lifetiqj|^ mod- 
erate drinking or abstinence. Of those who 
had been heavy drinkers^t- some time in their 
lives, however, more of the EHRC subjects ' 
fell into Type II, while methadone subjects 
were more likely to fall into' Types I and III. 
In other words, the EHRC. residents were 
more likely to have been past problem drink- ^ 
ers, while th^e methadone clients were .more 
likely to be current heavy drinkers,'* with, or 
without, problems. As has been noted, in chap- 
ten lOlightly more than half ($5 percent) 
of the EHR'C subjects entered treatment from 
prison, hospital, or other residential programs, 
compared with very" few (6* percent) methadone 
subjects. Correspondingly, 32 percent of 
the Type II subjects entered treatment from 
prison, hospital, or residential treatment, 
versus only 14 percent of those in Types^, 
III, and IV. These differences .suggest that - 
at least some of •the abstinence or reduced 
drinking of the past"^eayy drinkers was in- 
• voluntary, even though subjects were asked 
to respond on the basis ,of their last two ^ 
months "on the street." The somewhat greater 
projjortion of problem drinkers (Types I^ II, 
and VII) overall in the EHRC sample is in 
keeping with the evidenc^ cited in chapter 1 
of greater pathology in this treatment popula- 
tion. 

CORRELATES OF:jTHE DRINK- 
ING HISTORY TYPOLOGY 

The next question to be addressed is|whether 
this typology has implications beyond the 
clients' drinking behaviors. * Three broad 
ai*eas \(rer< ^exand ned! childhood and social 
characteristics; drug use and itp consequences; 
and psychological characteristics". 

When the seven drinking types , were compared 
.on a number of measures relevant to these 
three areas* it became apparent that* consist- 
ent differences in pretreaunent pleasures were ^ 
associated with a broad' (fichotomization of 
subjects! problem drinkers, past or present 
(Types I and II), and those with no history 
■of problem drinking (Types III, IV, V, VI, 
and VII). Differences within each of these 
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two groupings were minor and. overall, were 
item-specific or within chance probabilities/ . 
Thus, the most important feature o'f the drug 
addict's history of involvement 'with alcohol, 
in terms of«its implications for other a^ects 
of his life prior to intake, is whether or not 
he or she has ever manifested symptoms of 
problem drinking, and not merely the quanti- 
ties of alcohol cons^e^. All findings re- 
ported in this section represent differences 
between the two groups, unless otherwise 
noted. ^ 

Childhood and Social Differences betweerv 
Problem Drinkers and Nonproblem Drinkers 

There were no significant differences between 
the two groups in general measures of social , 
class while growing up. such as parents' edu- 
cation and parents' occupations, or in^race, 
sex, or age. ^ , 

When asked about their school experiences, 
the problem drinkers' resfjonses indicated 
• that they had experienced significantly mbre 

difficulty concentrating on what the teacher 
•was saying than the nonproblem drinkers 
•(P </01). they more ^n made -mistakes 
through doh^g things too fast-'(p < ,001). 
they, more often got into fights at school (p < 
/ and they mor^ often skipped school 
(p < .01). There was no difference between 
problehi drinkers and others in more objective 
statements about difficulty in school, such as 
being spelled, having ^to -repeat a grade, or 
being suspended. The problem-drinking drug 
addicts in our sample seem to have had signif- 
^ icantly (p < .05) more internal and behavior 
problems in school than the nonproblem drinl^- 
/ ers. with hyperactivity a major feature. ^ 
though they do not seem to have experienced 
any more official negative sanction for their 
deviant behavior. 

Problem-drinking addic.ts claimed significantly ' 
(P < .05) more often than others that they 
. had had unhappy childhoods. Both groups 
claimed closeness to their mothers while girow- 
ing up. but they differed on the issue bf 
7f closeness to father. The nondrinkers claimed 
/ to have been closer to their fathers than did 
the probleffi>-drinkers-(p < .01)/. These data 
suggest that the problem drinkers come from 
•less cohesive famiUes„_tiian^ the nonproblem 
drinkers, and were less able .tb identify with 
a close father figure. 

The problem drinkers reported significantly 
more, deaths in the family during their child- 
^Ai^^' especialjiy death of the mother (p < 
.01). They reported significantly more often 
. that someone in the, family was often violent 
(P < .001). that they w^re abused or beaten 
as children (p < .01). .and that someone in 
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^ ^^"^^ ^ mental breakdown. 

T aPn'®'^ bizarre/behavior of some kind" ' 
(p <.02).. Thus, within a sample which 
comes largely from broken, unstable homes, 
and whose childhood experiences were' poor 
by general standards, those who have had 
problems with alcohol, in addition to other 
drugs, have- had even more chaotic childhoods 
than the drug addicts without this complicat- 
ing problem. 

The subjects were then asked about attitudes 
toward alcohoj in their childhood homes. Prob- 
^ em drinkers weipe significantly (p < .05) more 
Jikely than other addicts to have com^ from 
homes where parents either clearly approved 
or clearly disapproved of alcohol; in other* 
words, from homes where alcohol was an issue. 
The nonproblem drinkers, tended to report 
that they either did not^know their parents' 
attitudes, or that their parents neither ap- 
proved nor disapproved of alcohol. Further- 
more, problem drinkers were more likely than 

'other addict^ to report- mothers, fathers, sis 
ters., and brothers who used alcohol exces- 
sively during their childhood. Thus, it se^ms 

^ clear that more of the problem drinking ad 
diets had alcohol-abusing role models. 

Assessment of the subjects' adult lifestyles, 
indicated that the problem-drinking addicts 
had significantly less stable jives. They had. 
on the average, moved more often in the last 
2 years, and were significantly more likely 
to report having beei> 'Jon the bum." with no 
. regular place to live (p <^001). When que- ^ 
riecL abi )ut the i r -so^r-ces-of- supporr.-The"^ — 
problem-drinking addicts significantly (p < 
.05) more oft^en than nonproblem drinkers 
reported income from selling drugs and other 
illegal activities. 

Thfeir arrest, records reflect 'this differential 
involvement in criminal activities. Problem - 
^rinkers were more likely to^ have been ar- ^ 
rested at all (p < .02). they had spent more 
time in jail (p < .001). had been, charged with 
rftore crimes against individuals and crimes 
against property, as well as more charges^'of 
drunkenness and disorderly conduct (p < 
.001). driving 'under the influence (p < .01). 
and other motor -vehicle violations (p <- .02). 

— A^-for-their-cm^ent soda 



^ interactions, pre- 

diatably. the addicts who reported 'current 
problems associated with drinking reported 
significantly (p < .05) more often than the , 
other groups that they currently had friends'^ 
who drank excessively. All in all. the adult 
hfestyles of the problem-drinking drug ad-, 
cncts were even more deviant and unstable 
than those of the non-proVlem-drinkinc drug 
addicts. ^ 4 ^ 
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Th^ data indicate that addicts who have ^ 
drinking problem in addition to their primary 
addiction to a drug have ^had mare chaotic 
childhoods than addicts who do not report a 
drinking problem, as well as more deviant 
and unstable hfestyles as adults. 



The data support the notion that a major prob- 
lem- with alcohol, over and above another 
substance abuse problem, is not a result or 
symptom of heavier involvement with a drug- 
abusing subculture. Instead, tl>e problem 
drinking appeaj^s to be associated with early 
childhood factors which predate involvement 
with such ^ subculture. 

Differences in Drug Histories ^ 

For the proposed typology of dnug addicts to 

be of maximum interpretive ai/d predictive 

value, its types should be differentiated"l>y 
variables that are related to drugs other than 
alcohol. Measures of Qurrent drug use and 
the Drug. Problems score were .both related 
to the typology beyond the^**.001 level, but 
\iath a notable difference which is pi'obably a 
function- of the 'time span covered by each 
measure. 

When we examin^ the measures of drug use 
in the 2 months before intake, we find that 
they correspond to the pattern of current 
alcohol use (with the striking* exception .of 
the small number in Type VII,' which must 
be discussed separately) . Types I aqd III, 
, those with a currently high level of alcohol 
-consumpiiQnj_were also u^ing a larger number 

of drug classes than otHef subjerts^—Table 

4 shows that, of the seven types that include 
all but a few of the subjects. Types I and 
III reported using <Jrugs in more of the six 
drug categories," while those in Type VI, who 
had never been drinkers, used the least num- 
ber of other drugs as welk The former heavy 
drinkers .(Types II and IV) and the moderate 
drinkers- (Type V) used an intermediate nvlm- 
. ber of drugs. If the heavy alcohol use of 
Types I an-d III is added t^o the list of other 
drug categories used regularly by^them (last 
column of table 4), it is seen that mese sub- 
jects regularly used about twice as many 
kinds of psychoactive substances during the 
2 months before entering treatment as did 
^ ■ n^jr.r.fn in Typpq TI. IV. V, and VI « ^ 



As regards the specific drug categories,, the 
current heavy drinkers^ reported significantly 
greater current* use of narcotics, ampheta- 
mines, marihuana, and tranquilizers than the 

> other subjects. Their use of the other two 
categories, sedatives and cocaine, was some- 

' what, butv^not significantly, greater than that 
of the other subjects. 



The groups with the highest Drug Problems- 
scores were, however, . Types I, II, and VII 
(with Type VII the highest); these are, of^. 
course, the three types with high Lifetime 
Alcohol Problems scores. It should be kept 
in mind that the Drug Problems Score obtained 
at intake resembled the Lifetime Alcohol Prob- 
lerrfs Score in tliat it too was 'based on the 
lifetime history. 'Types I, II, and VII dif- 
fered significantly from the Other drug ad- 
dicts in regard to all three components of 

^ the Drug Problems Score— loss of control, 
bad reactions, and life conse<j[uences. The 
problem-drinking addicts also scored higher 
(p < .001) in Motivation for Drug Use, giving 
more weight than other subjects to such rea- 
sons for using drugs as "need it when tense 
and nervous," "to forget everything," and 
"hdp^ my mind work' better."* Furthermore, 
the problem drinkers reported signifTcantly 

— more-compHcationB-^f drug use, ^such _as over- 
dose, crash, and bad trips. 

The strong relationship between the Alcohol 
Problem and Drug Problem Scores might sug- 
gest that ' subjects had difficulty in differen- 
tiating between alcohol and drugs as sources 
of their problems. However, the questions 
and the order in which they were asked were 
designed so as to minimize such confusion. 
A tenable alternative hypothesis is that the 
kind of person who experiences loss of con- 
trol, audvers^ psychological and plhysioldgical 

• reactions, and negative * life consequences from 
the use of one substance is highly likely to 
experience the same kind of effects from the 
use of another substance. It should be 'kept 

^ in_min(d_that_sjLibjea^ in ^i of the types re- 
ported a high level ora^ig- relate d~p-iTob1emsv- 
Nevertheless, those with a history of problem 
drinking excee3ed eyen that high level of 
drug-ry^ated problems. 

P^y€;Jiolo^ical Differences 

The types were compared with regard to the 
eight personality scales (see earlier section 
on Psychological ^Status). The problem- 
drinking addicts scored significantly higher 
than the,^ other addicts on "depression," 
"phobic-anxiety," "dependency on others" 
(all p < .001), "resistance to authorijty;" and 
"soci ability" (both p <.01), and significantly 
— lrYt«>^-(p ^ on nn "ha ppine ss^" They there- 
fore were significantly higher (p < .001)' on ~ 
the Dy^sphoria Scale; the most dysphoric - 
group was the small number of subjects in 
Type Vir, the problem drinkers whpMvere 
not heavy drinkers. They did not/oiffer in 
"mistrust" or ♦^ability to cope." Jhese find- 
ings are compatible with the literature on alco 
holism which is r^^^ete >with description^ of 
the problem 'drinker as dependent, anxious. 
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TABLE 4. -^Number of drugs used and number used regularly in the 2 months, beforef intake , 
. by drug addicts with different drinking histories * 




*P < .001 

f^.M ^'^ ^^'^ table include only subject? for whom folbwup dal is available since 'this 
t^ble was generated for comparison with drug use on follownp. ^ ^^^^^D^e since this 



depressed, and resistant to authority 
(Hanfmah 1951; Jones- 1968: Singer et al. 
1964H There is conflicting evidence as to 
th^,> sqdability of problem drinkers. 

Si^cijial thought^s and attempts represent the 
extrdme mCanifestations of depression and anxi- 
ety. The proportions reporting that they 
had thought about taking their lives (37 per- 
cent versus 26 percent), or had actually 
attempted suicide (21, percent versus 11 per- 
cent) ||ere greater -among problem -drinking 
addicts (p .001). Problem drinkers also 
showed significantly le&e "worry" abq^t 14 



items, including' money, jobs, sex, drugs,- 
and life |n general, (p .001) than- ad non- 
problem drinkers. 

Type VIIf-A Special Type 
of Problem-Drinking Addict 

There were 16 subjects in Type VII who re- 



ported having had mkny problems stemming 
from a^ohol in^he pkst, although they claimed 
never to have consumed large quantjjies of * 
aldoljoL Their mean Lifetime Drug Problerfis 
Score wa^ the highfest of any type, and in 
the 2- months beforfe admission they reported 
using more types M drugs than any other 
group, but not large amounts of alcohol. 
Several additional/ facts may help in 'under- 
standing them. /They were the most dys- . 
phoric of the ty^pes; their suicidal history 
was particularly/ noteworthy. They also had ' 
by far the higMest Motivation for Drug Use 
score s of a n v-/fly oup, and ' 



more 



glasses qf drtfgs than any other ty^e (see_ 
table 4). - Fut^thermore, while their current i 
use of all drugs except marihuana was above' 
average, airfl they were daily users of nar- 
cotics, it vAs their use of tranquilizers and 
sedatives /that was most distinctive. 
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^ Type' VII tjius appears t6"^e a part^ieularly 
' disturbed group of drug addicts',,. severely 
depressed and using a variety of ^rugs, pos- 
sibly as a form of self-medication. The fact^ 
that they use sedative drugs particularly may, 
in fact, add to their depression. As for their 
unusual alcohol histories, one hype^thesis is 
that they react' badly to small doses of alco- 
hol, or that they have used alcphol in.combi- 
■ nation with _^ther sedative drugs, with adverse 
effects' Since 'their alcohol problems are re- 
ported as being in the past, it is possible 
that an early period of experimentation with 
alcohol was abandoned in favor of other 
anxiety-reducing drugs that these sijj^jects 
found more agreeable to them. Both their 
drug histories anc^ their psychological charac- 
teristics are reminiscent of those labelleji 
"^oly^irug • users" by other researchers, 



Sximniary — 

We have,, then, demonstrated that an empir- 
ically derived typology of the drinking his- 
tories r^^rted by drug addicts is descrip- 
tively useful, and that the correlated phe- 
nomena show problem -drinking drug addicts 
to be different fr6m other drug addicts. The 
most striking finding is the high incidence of 
problem drinking in the histdries of individuals 
whose presenting problem on entering treat- 
ment was identified as drug abuse. A quarter 
repo^Ti^ histories that could be taken as suffi- 
cient clinical evidence of alcoholism, past or 
present. ' An ^additional quarter had ingested 
excessive quantities of alcohol, although asso- 
'ciated problems were denied. For half of 



problem Is substance abuse as such, not the 
abuse* of a particular substance. 

Current heavy drinkers, regardless of alcohol 
problems, used greater numbers of drug 
classes than did other subjects. 

The problem-drinking drug addicts had more 
pathological early histories and more deviant 
adult behavior and personality than other 
subjects* This suggests that the problem- 
drinking addict is a different type of addict 
to begin with, one whose addiction is more 
diffuse and gelieral in nature, possibly deeply 
rooted wjjthin his total personality structure* 
If this peculation is correct, then the prog- 
^ nusAb fur ^e prubl e iu - driaking addict is^^ikel^- 
to be poor, unless he receives ^treatment de- 
signed vto meet his special needs. 



4. ^Change Over die Year of Observation 



It was important to determine whether there 
had 'been any consistent change during the 



year of observation for each-of\he study^s 
outcome criteria. 

The procedure involved a separate analysis 
for the EHi(C sample and the fnethadone main- 
tenance sample, as well as including treatment 
retention in work programs *to examine." dif fer- 
ment outcomb statuses. ^ ^'•/ 

Table 5 shows the change from intake to fol- 
lowup status for each of the outcome vari- 
able§, and t^sts the significance of , change 
by t^ tests for correlated means, 

It "is apparent that clients in both treatment 
modalities showed higmy significant ^reduc- 
tions in drug use, drug-related problems, 
and dysphoria, In both modalities, thei^e^ 
were very great and highly significant (p <5 
.Oai) reductions in the use of all drug cate- 

~ gories" except nmarihuaha. ^AltHougK"XirRC 
subjects- reduced marihuana use significantly 
(p <,01), methadone subjects showed no 
change in marihuana use on the average. It 
is worth noting that there were significant 
pretreatment differences between the two sam- 
ples in their drug use patterns, wi-th EHRC 
subjects reporting more use of sedatives and * 
amphetamines, while fnethadone subjects re- 
ported more use of narcotics and coc^iine. A 
year later, the only 'significant differences in 
drug categories were the lower use of mari- 
huana and cocaine by EHRC subjects. As a 
result, the differences between methadone 
and EHRC subjects in the Drug Use Index • 
was reduced, but remained statistically signUi- 
cant. Average months of emplo,yment per \ 

year-^did— Q6t~-^cha ng e a m ong-^yRX^ subjects^ 

while for methadone subjects there was a sta- 
tistically significant jDut seemingly small reduc- 
tion in months worked. 

Most notable, perhaps, is the lack of change 
in alcohol-related problems, and the fact that 
alcohol consumption dropped fromTthe level 
current on admission only for methadone sub- 
jects. Prior to intake, conSUmption was 
higher for methadone than for EHRC subjects 
(p <.001). ^On folbwup, the level of con- 
sumption of methadone subjects had dropped 
although it remained still higher than that of 
EHRC subjects. 

T^ble 6 shows the relationships between each 
uf~the follo w up measu r es and retention^ irr 
treatment. Since the two modalities differ 
both in the nature of their pre/crams and the 
populations that they serve, da.ta are pre- 
sented separately for the EHRC? and metha- 
done samples* 

For EHRC, retention in treatment was meas- 
ured by successful completion of the 2-month 
inpatient phase of the program Jeading'to a 
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"tre^tfaent completed" discharge; 53.3 per- 
• cent ol the EHRC/residents achieved niat sta- 
tus. For the mfethatfone programs, those who 
remained in/^^eatfilent continiu^lSsly for the 
entire yea^^of 7)bservation (31 ;4 percent of 
the methadone clients) were compared with 
those whfar were discharged at least once,- 
whether they were readmitted to treatment or 
not.* ^ 

Retention 2n treatment is associated with supe- 
rjor statusfon a majority of the seven outcome 
measures ifn eabh modality, although the meas- 
ures are/iot the same for each. CUents who 
remain^ in treatment in either modality 
showed signiflcanjtly less involvement w^th 
the criminal jiistide system and more months 
of employment. EHRC, it should be re- 
called, those in tjlie Candidate phase were^ 
considered to be employ pH. - 



EHRC ^client^ who remained in treatment " 
showe^i reduced feut not- statistically signif- 
icant use of drugs. Methadone clients who 
had remained in the saffTe |:^ogram for the 
entire year were using drugs significantly ' 
less^on followup than were' those who had 
left treatment. . The drug Categories respon- 
sible for the decrease in the methadone clients 
were narcotics, sedative-barbiturate drugs 
(both at the .001 Level), and tranquilizers 
( .01 level) . *i • 

Dysphoria was significantly greater • among 
EHRG ex-residents who failed to complete the 
inpatient program than for those who did 'so. 
It should be noted (see^table 5) that_ the^ aver- 

_^e-Iwel-of-dysphom-dn TiTf was grater 
in the EHRC sample than among the methadone 
clients. The differences in the outcome^s- 
phoria mean scores shown in table 6 arise 
because ,those' completing the EHRC program 
had a greater decrease in dysphoria over the 
year of foiJowm than (did the EHRC dropouts 

-s^r either of thAmethadsqe^ treatment ^oups. 

alc'ohol consumption and alcohol-rdated 
ai^blems were significantly less among^ those * 
completing the EHRC program than among 
Mhoae who failed to complete treatment. Can 
this be considered a treatment effect, 'since 
table 5 showed no overfall reduction in these 
% measures for the entire EHRC sample? That 

' air ^ ^ P0S8ibility _iS^^ActAH_Ky-t-h^ — ^ 



In th6 methadone maintenance sample, those 
in continuous treatment showed slightly higher 
Alcohol Consumption and Alcohol Problem 
Scorte than those withr one^or fnore discharges;* 
One of the methadone programs in the. study, 
however, was notable for the reduction in * 
alcohol consumption among its clients, whose 
consumption prior to admissi6n was well above 
the average. It is of interest that this* pro- 
gram IS part of a larger facility that is well 
known for its alcoholism progr^. It « 
'lik^y that its staff is alerted to alcohoj/prob- 
lerrfs and is more skilled at dealing wi|^ them 
than the staffs gf other meth^done^ograms 
not affiliated with an alcoholism "program.' 

CHA^NGES IN DRINKING PATTERNS 

have just seen that, overall, th^r^ u/^r^ 
nft signrficant differences between the mean 
Current Alcohol Prob/ems Scj/e on intake and 
that on followup. There was also, for the 
entire sample, no sig-nificant difference be- 
tween Current Alcohol Consumption on intake 
and that at foltowup, although for methadone 
subjects alone there was a statistically signif- 
icant drop. In addition to examining group 
means,, however, it is: useful to,, identify types 
of drinking patterns reported on followup, 'in 
order to compare persons with one type of 
pattern with those manifesting other types in' 
regard to their outcomes on variables othfer . 
than drinking measures. 



The followup types kre comparable to the em- 
pirical typology developed from the Intake 
data^-except 4hat the xurrentr-^YsuT^pas^ 
distinction ^s not relevant.. The folbwup typ- 
olo^%. developed ig indicated below: 



X^J^ Subjects who were both problem 
dmkers and heavy drinkers at the time of 
followup— comparable to Type I on intake, 

t 

TjrgeiB^: Subjects who reported many prob- 
lem s7\but only moderate intake; th^y woulH 
be comparable to Type VII, except that for 
most of those In* Type VII, problem drinking 
was no bnger current on intake. 

3ipeC: Subjects who are heavy drkikers 
but reported few or no alcohol problems- 
comparable to Type III. 



X EHRC ex-residents who cJSfnpleted 
treatmei^\ showed a decrease in both measures, 
while those who did not complete treatment ' 
increased bbth their consumption of alcohol 
and related problems. If ^ere was' Indeed 
reduction in alcohoL use ancT abuse attributable 
to completing the EHRC program, it may be 
the product of the strong abstinence , ethic 
pervading Eaglevi^le, as well as the Influence 
,^:,0f being treated together with alcoholics in 
^combined t refitment. 



1 

T]rEe_D: Subjects who are moderate drinkers 
^ with few or no problems— comparable to Type 
V, with the addition of those subjects in^ 
Types. II and IV who were drinking at moder- 
ate levels- on intake (about 40 percent of them) 
^ plus those in Type VII who were no longer 
problem drinkers 6n intake. 

^yP^ Subjects who reported no drinking 
at aHTcomparable to Type VI, with the addi- 
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TABLES.— Change in mean criterion measures' over 1 year of observation by tr^tment modality 
• ' ' ' \ JL^ 






f 

% 


EHRC 

M— 1 OA /9A^ 


METOADONE/* 
N=468/|J2 • 






If 


Intake* Fdlowup Jt 


Intake* . Followup " t 






Alcohol Consumption 
' Score: 


■ 2.16 .^.41 1.03 








(Equiv. ounces) 


(.26) (:33) 


\.79) (.55) t 






Alcohol Problems 


1.22 1.18 0.16 


.98 1.11 1.29 






Drug Use* * 


'3.30 2.23 "'5.30** 


4.12 2.71 13. 04** 






Drug Problems 


10.40^ 3.'88' ^ 19. 64** 


9.48 3.75 32. 71** 






Dysphoria^ 


^31.27 22.76 11. 25** 


28.59 21.97 14. 09** 






Months employed 
per year 


4.31 4.17^ 0.42 


4.06 3.43 2.97*- 


• 


•- 




# _ - 








« 

♦p < .001 






> 




♦♦p < .01 
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^Change cannot be assessed for the Qrlminal Justice measure, because the intake measure covers 
the Ufetirne history, while the fdlowup measure coders only 1 year. 
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% •. * • ■ ■ * ' . . 
•^The intake scores for AlcohAl Consumption. Alcohol Problems, and J)rug Use refer to ^he 2 

mcix^ths prior to intake. Months employed is based on the two years before intake, divided by 

2 so as to tpe comparable with the 1 year of folbwup.. 

^In all subsequent analyses of data, prescribed drugs were excluded ^^oitrtke Drug Use- Index'. 
Information about prescribed use was unfortunately not available in the intake interview, how- 
ever. Drug Use on fdlowup has therefore been Recomputed without discounting prescribed use 
for this table, so that intake and followup may be compared; ^ . . 






NOTEf The^first N given for each group appHes to- the four dijkg and ale ohd measures, where 
•* only those at risk (i.e,, not in prison) were induded. The second N ihdudes all sub- 
* ejects fdlowed at .one yeiEu*. 






^The t test for corj:elated means was used. 
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TABLE 6. — U^dLTi outcome criterion 



measures as a function of treatment retention 





Completed 
Program 


T" 

EHRC 






/ 

0 

METHADONE 




• 


Did Not 
Complete 


t 


Continuous 
Treatment 


One or - 
More' 
Discharges 


t 


N= 


102/129 


88/il3 




i 164 


304/358 




Alcohol Consumntinn 

Score: 


1.99 


2.89 ' ' 


2.47* 


*3.09 


2.89 


,0.76 


(Equiv. ounces) 


(.22) 


■ '^y ■ 




(.62) 


*(.52) 




Alcohol Prohl<»ma ^ ^ 

Drug Use^ (prescribed 
drugs excluded) . 


.81 \^ 


1.6i 


2.14* 


* 

1.29 


1.02 


I.l5 


1.69 

> 


2.10 


1.54 . 


♦ * . ^' 

1.93 \ 


" ' 2.65 


4.25** 


Drug Use (pure^ribed 
drugs not excKided) 


2.12 


* 2.36 


0.86 


. 2.20 


2.99 


4.51** 


Drug Problems 


2.83 


5.10 


3.70** 


2.74 


4.30 , 


.4.27** 


Dysphoria 


21.42 


24-. 30 


2.42* ^ 


21.03 


22.39 ^ 


r 1.47 


Criminal Justice 
Index 


1.56 


2.58 


3.83** 




1.69 


8.46** 


Months employed 
^ per year * 


4.9? 


3.23 


3.41** 


4.62 * 


I 

2.88* 

9 


•5.44** 



tp < .05 

c 

♦♦p <^001 ' 

1 



sub.a,o_.,l anaJyses of d.t..' the Drug Usa Index .a^s computed mth prescrtbed drug. 
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tion of the subjects in Types II, IV, and VII 
Who were not drinking at all in thp 2 months 
before intake. 

/since the' criteria for "fi^avy drinking" and ^ 
for "problem drinking" in the intake inter- 
view were baped on the distributions of life- 
time maximum (alcohol consumption) and Alcor 
hoi Problems, Scores, it was felt appropriate 
to lower the criteria somewhat for the followup 
data, in which the focus was on current use 
only.. The lifetime maximum consumption tends 
\ to be very much higher than it i^ for any 
•)2-mon1^ period, even a .period when the per- 
son is. drinking fit a level that causes problems. 
For followup data, the criterion for high alco- 
hol consumption was therefore 'dropped one 
scale point '(an equivalent of 1.85 ounces of 
whiskey daily); for alcohol problems, a folb^^- 
up sc.ore of three or more was considered fo 
indicate a current problem drinker.^ 

If we consider ofily those at risk for drink- 
ing, the two treatment samples did not differ 
in the proportion of prpblem drinkers on fol- 
lowup (i.e., those in Types A and B, ^ich 
included** 1^.8 percent- of methadone subjects 
at nsk versus 15^8 percent of' EH??C ^ubj^cts 
at risk) . The methadone sample dio^J^ve a 
somewhat larger proportion of heavy drinkers 
(33.1 percent versus 23.2 percent of EHRC 
subjects in Types A and C, .a difference sig-^ 
nificant at the .02 level). s 

"^gure 4 shows the relationships between the 
intake and followup typologies. It is oriented 
so as td demons trafe the m-edictiVe value of 
* the intake data on alcoholxonsumption and^ 
^cohol problems for identical folbwup data; 
for each intake type, the distribution of sub-, 
jects over the folb>^up types is shown. Of ^ 
the six main groups, those in^TTspes I^and 
tll, i.e., current alcohol problems or heavy ' 
drinl«rs*on intake, had by far the highest, . 
proportions with alcohol problepis an folbwup o 
(i.Q.^jTypes A and B) as' well as aTi above- 
averse proportion of heavy drinkers who < 
did not report many problems (Type C). y 
\he small gropp of Type VII subjects were 
also more likely than other types to b'e prob- 
lem drinkers or heavy drinke;:s»bn folfow(ft^ ^ 
frypes V and Vl had few subjects who became 
problem drinkers or heavy drinkers4by folbw- 
up; predictably » more of T^e»V were moder- 
•ate drinkers and more of Type VI were still 
abstainers. Ty'pes II and IV, i.e., former 
/^heavy drinkers ^th or without, a tiistory of 
A problems; were inter medfate in their outcomes"^ 
as regards drinking.'' . » ^ 

Figure 4 makes it Clear that time dimension 
is -very Important in using the intake alcohol 
history -to predict the sub^ect^s involvement 
with alcohol on followup. The worst 



prognosis is for those wild" are eiirreptly 
drinking heavily (with or without problems) - * 
at the time of intake, folbwed by past heavy 
drinkers, and the best prognosis for those 
w^ had no history of either problen drink- 
in* or heavy drinking. Within each time cate- 
gory, a history of alcohol problems further 
worsens the prognosis, particularly as regal-ds 
pVoblem* drinking on folbwup, but to a limited 
degree. Thus, the poorest outcomes in re- 
gard to drinking may be expected from those 
who are active problem drinkei-s at the timp 
o£' admission to treatment, f«lbwed by act?ive c. 
bfeavy .drinkers.' These pre-post relationships 
are efesentiaHy the same for the methadone 
and EHRC samples. 



5. 'How are Problem Drinking and Heavy 
Drinking Related to Treatment Outcome? 



We, are no^ able to tfest the hypotheses of , 
this study — the relationships between prob- 
lem drinking, both before and after admis- 
sion to treatment, and the outcome of treat- 
ment as assessed by its primary goal of reduc- 
ing drug use and associated pr-oblems as well 
'as the relatfed' goals of alleviating^ dysphoria 
and criminal behavior and increasing employ- • 
ment. We have already seen that a signi|{cant 
degree«fcOf improvement occurred in most of 
these aspects of 'behavior over the course of 

^ the followup year atid, furthermore, that 

tention in treatment was assodated with bftter 
followup status for both the methadone and 
the Eagleville samples. To what ex|yit d^h 
differences among subjects -'in thek^rollowup 
* status be correlated to their invQ|/vement with 

» alcohol at various stages of treatment? . This 
chapter examines measures of association among 

^ variables ' at different time ^^ames. 

Table 7 presents, for the entire folbwup sa^- 
"''ple, the correlations of the four alcohol 'meas- 
? ure^^obtained on intake and the t^^ alcohql 
measur<is obtained on foUowup with each other ,^ 
and withUhe five oth|r outcome measures. 
* It shows » first of alll* as has alrea4y be^n 
shown 'in other way s7^ that the alcohol meas^ 
URes are highly ipter correlated, both, within 
each .yiterview and between, the intalke ^nd 
*followu^ interviews.- ^ 

It is !he Jpwer^ portion of table 7, however, 
which tests and, in most respects, confirms 
the hypotheses of the stud^. It shows that 
fo^r of the five du^come meaCsKres were each ^ 
*significantljy' correlated with two or more of 
the four intake ^Icohol measures. Fuyrther-, 
more, each of these Jour outcome measures 
was^ significantly correlated with both of Ihf 
outcome alcohol measure'^s, and they wer§ more 

26 , \ , ' ' ■ 
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FIGURE 4, --^Drinking pattern at 12-nx>nth folbwup ^^s^ftinction of ^pretreatment drinking pattern (in percent) 



Pr^rea^ment Drinking Type N 

I.Cuj^nt Problem Drinkers 107 

II ^Past Problem Drinkers ^ 86 

III Current Heavy Drinkers * 88 - 

IV Past Heavy Drinfeers 109 
V Moderate Drinkers 192 

VI Abstainers^ ^ 16 8^ 
VII Moderate, Drinkers with Problems 14 
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High consumption and'high ♦ 
problems (Type A) 



mmii iii iim i in rii Moderate consumption, few 
or no problems (Type DJ ' 



« 

MMMMIMIMMMMIM 
rttHHMtYmt.t....t. 



Types a>^ Folbwup 

Mo^erat^consuriiptibn but 
hi^h problems (Type B) 

ABstaining from alcohol 
(Xype E) , ^ 



I 

I 



High consumption, few or^ 
problems (l^ype C) 

■nNot at risk 
^'j'^incarcerated) 



TABLET. — Correlations of intake and outcome drinking measures with otheA 
measures of outcome and with each other ^ 





INTAKE DRINKING MEASURES 

Alcohol Alcohol Alcohol Alcohol 

Consumption, • Consumption, Problems, Problems, 

Current Lifetime Current Lifetime 

> 


— ' J — 

OUTCOME 
^ PRINKING MEASURES 

• 

i 

Alcohol Alcohol 
Cbnsumption Problems 


Intake 

Alcoliol Consumption, Current 
Alcohol Consumption, Lifetime 
Alcohol Problems, Current 
Alcohol Probletms, Lifetime 


54*** ' 40***' 

44*** ^||f** ?,7*** 


t ■ 


Outcome 

Alcohol Consumption 
Alcohol Problems 


> 

40**^ ' 34*** 26*** 28*** 
3^*** 43*** 3g*** 


58***, 


Drug Use ^ 
Drug Problems 


12*** if** 04 04 
04 09* 10** 10** 


' 26*** 21*** 
16*** 31*** 


Dysphoria 

4 


09** . 10** 19*** " -12*** 

^ ^-^ 


08* * 29*** 


GrimiAal J-ustice Index 

Mo^yfhs employed * ^ 


-01 09** 06 ' 14*** 
-05 -05 -03 * 00 


12**' • 20*** 
-02 -09** 



*p < .05 
***p < .01 
♦**p < .001 



Decimal points, are "omitted. N=658 for all r*s involving 12-month alcohol arid drug measures, 764 for all other r's. 
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strongly related to drinking behavior on £ol- 
lowup than -to the drinking behavior and his- 
tory reported at intake. The one outcome 
measure for which the hypotheses were not 
contirmed was employment which, as we have 

fu*?. i"^*^^^^ ^n^y measure 

that did «not show significant improvement 
over the year of observation. It must be 
noted that in instances of significant correla- 
ttons. the cprrelations are sometimes indicative 
y weak ass^ations. and the reader must be 
V&uarded about inferences. Significant correla- 
tions of .09 and .14. for example, would ex- 
ti?e"y'°^ ^""^ '"^ percent of variance, respec^ 

The -other four outcome measures diffei-ed 
■somewhat in their patterns of relationship ^o 
the intake drinking variables. The drug use 
index was predictable from the history of alco- 
hol consumption; heavy drinkers, with- or 
without a history of alcohol-related problems, 
reported more drug use on folbwup than' other 
subjects Heavy drinking prior to, intake 
was most predictive of marihuana Cise on fol- 
lowup. followed by other nonnarcotic drugs ; 
It did not predict the level ot narcotic" i^e " 
on followup. The drug use index was also' 
more strongfy related to alcohol consumption 
on followup than U was to alcohol broblems. 
Alcohol consumption at the time of folbwup' 
/'^\f«f°"8ly correlated with marthuana 
use (N=. 3-39). but it wa? significantly related 
to the use of all other drug categories as 
well. Including narcotics. 'Alcohol-related 
problemg on followup. however, were more 
strongly associated with the unprescribed 
.•use of tranquilizers than with the use of other 
types of drugs, ahd were related to marihuana 
and barbiturate use as well. This suggests 
the possibility- that problem drinkers may have 
been using drugs' as a means of self-medica- 
tion, " 



The outcome measures of drug-related prob- 
lems and dysphoria.^ in contrast to drug use. 
^ere more strongly related to alcohol prob- 
ims than to drinking, per se. on both in- 
take and follpwup. A question cAn be raised 
about the relationship of dysp^Horia to alcohol 
problems on intake and folbwup. ^ince dys- 
phoric reactions to alcohol are a component 
of the Alcohol PiiobleHis Score*L Analysis of 
the components of tftfe Alcohol Problems Score 
reveals, however, .that the comprehensive' 
mVasure of dysphoria was more strongly 
related to several cither cTom'tionents of the 
problem^ score than\t was to the dysphoric 
reactions subscale^^ M* 

Criminaljustice involvement during the fol- 
lowup ^r was .also associated, with alcohol 
problems, and not with heavy drinking in ' 
the absence of such problems. It differs from 



the other outcome measures.- however, in that 
it. was related only to the lifetime history of 
problem drmking^ and not the problems cur- 
rent in the Z months prior to intake. This 
stems from th^ ^act that subjects who entered^ 
treatment directly from prison reported few 
current; problems, even though they were 
asked to report on their last 2 months on " 
the street. " ^ 

Thus, the data confirm the predictions that 
problem drinking on followup is associated 
with poorer outcomes in regard ^o drug use 
(especially., the use of tranquilizers and other 
nonnarcotic sedatives). drug-relatSa problems, 
dysphoria, and criminal justice involvement. 
Also confirmed are ftie predictions that a his- 
tory of problems associated with drinking be- 
tore treatment is assojdated with poorer post- 
treatment outcomes in regard to drug-related 
problems, with dysphoria and with criminal 
ustice inyolvement, . W^ile pretreatment torob- 
lem drinking wa^ not found to be significantly 
related to posttreatment drug use. pretreat- 
ment heavy drinking was related to posttreat- 
. ment drug use. The hypotheses were not^ 
•confirmed in regard to posttreatment employ- 
ment. ^ ' 

Since outcome status has b^en seen to be re- 
lated to retentipn in treatTment' (table 6). one" 
Hnay wonder whether tji§se' findings are merely 
.the result -of differerl^es in treatment reten- ' 
tion. Were probW drinkers, past or current 
at intake, more ffkely to leave treatment prema- 
turely and thus have poorer outcomes? Com- 
parison of subjects retained in treatment with* 
those leaving prematurely, performed sepa- 
rately for the methadone and EHRC subslm- 
ples. fehowed no differences whatsoever on 
any of the four intake alcohol measures. 
Thus, both the pretreatment drinking history ^ 
and the experience in treatment (i.e.. reten- 
tion versus dropjbing out), independently of 
each other, signifipantly improve our ability 
to predict the treatment outcome of a particu- 
lar drug addict. . ^ 

- \ 

IS HEAVY DRINKING IN ITSELF 
A POOR PROGNOSTIC SIGN? 

We have seen that when alcohol-related prob- 
lems and high levels of alcohol consumption 
are considered separately, each of these meas- 
ures of the person's involvement with alcohol 
is associated with one or^morejndications^of 
poor treatment outcome. This is so whether 
the focus is on the lifetime pretreatment drink- 
ing history, the 2 months just beforeMntake. 
or 12 months after entrance to treatment. 
Alcohol consumption and problems ahe. how- 
ever, closely Hnked. Is it possible 'to sort 
out the relative contributions of problem drink- 
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TABLES.— Comparative outcome scores of pro^le^ drinkers*, heavy drinkers, and 
on lifetime pretreatment history, 2 jnonths prior to admission to 
treatment, and foltowup (in raw scores and standard scores) 





Problem Drinkers 

Who Are Also 
Heavy Drinkers 


Heavy Drinkers 
(Not Problem 
Drinkers) 

*- - 


Neither 


1 ^ \ ' 

BASED ON LIFETIME PRE- 
TREATMENT HISTORY: 














Types (No. of case^*) 


I, II (168/193) 


III, IV (^173/197) 


V,VI (304/360) 


Mean uuicome ovt'rei*- 


Raw 
ScQre 


z ^ 


Raw 
Score 


z 


• Raw 
Score 


z 


^ Alcohol Consumption** \ ^ 
Alcohol Problems 


ft ^ 
1.08 
2.38 


.367' 
.535 


.70 , 
1.16 


.169 
^.013 


.20- 
.39 


-.323^ 
-.317- 


Drug Use . 
' *Drug Prioblems 


2.38 
. 4.45 


.068 
.163 


2.47 
4.02 


.117 
.058 


2.04 
3.25 


-.113 
-.133 ' 


Dysphoria . 

Uirunin«u Justice ^ 
Months Employed 


• 23.62^ 
'1.99 
• 3.52 


.140 
.223 
.032 


22.75 
1.37 
3.34 


.053 
-.091 
.0^3 


21.17 
1.41 
3.80 


-.105 
-.070 
^ -.032 


BASED 0N^^2 MONTHS 
^ ■ PRIOR TO AbMISSION: 














Types (No. of cases*) 


I (97/107) 


III (8C 


^88) 


/njv,v,vi 


(468/555) 


Mean- Outcome Scores: 


Raw 
Score 




Raw V 
Scoi!-e 


z 


Jg^w 
Score 


z 


• Alcohol Consumption** 
Alcohol Problems 


1.83 
3.12 


.628 
.853 


1.26 
1.55 


.443 
.179 


.27 
' .63 


-.222^ 
-.217 


Drug Use - 
/'Drug Problems 


2.57 
4.90 


.166 
.273 


2.61 
3.56 


".190 
-.056 


1 2.11 
3.57 


-.072 
-.054 , 


Dysphoria , > 
Criminal Justice 
* Months Employed 


24.60 
14^ 1.82 
3.15 


.238 
.138 
.116 


22.83 
1.36 
3.44 


.061 
-.094 
.049 


21.66 
1.53 
3.72 


-.056 
-.012 
-.014 



based 



BASED ON FOLLOWITP.. ^ 



Types jNo. of cases*) 



Mean Outcome Scores s 

Drug Use 
Drug Problems 

Dysphoria 
Criminal Justice 
Months Employed 



Problem Drinkers 

Who Are Also 
Heavy Drinkers 



- A 


(90) 


/Raw" 




Score 


/ z 


3.39 


.695 


6.51 


.667 


27.49 


.540 


1.63 


* .3^6 


2.82 


.20^ 



Heavy Diftkers 
' (Not Problem 
Drinkers) 



.C (190). 

Raw 
Score 



2.50 
3.61 

20.56 
1.06 
4.32 



.12^9 
-.047 

-.142 
-.013 
-.126 



Neither 



D,E (443) 



Raw 




Score 


z 


1.97 


-.15*0 


3.26 


-.132 


21.19 


-.080 




^ -.097 


3.82 


-.014 



^ aouse li\.e. , not in prison) were included. 

Subjects who reported high alcohol problems but ri 
eluded from these analyses. Those excluded from\ 
were Type VII (N=13/14). Excluded from the a^^ 

bfseV^^'lf ^''^''I- -nd sigJrs^Sl7 

based on all cases folbwedup, however. 



NOTE: 



\ot 
the 
ses 
til 



high alcohol consumption were ex- 
- analyses based on intake data 
s based solely on folbwup data " 
obtain the standard scores were 

f 

Table 8 compares the outcome status of three 
groups of 'subjects: "problem drinkers" who 
ar? also heavy drinkei;s, "heavy drinkers" - 
who are not problem drinkers, and those who 
did not report either heavy drinking or prob- 
lem drinking (i.e., moderate drinkers and 
absf^ers^ These three groups are define^ 
nJ.f^Z ^"f«"t time frames: the Ufetime 
pretreatraent Ijistory, the 2 months before 
admission J and the 2 months before the 12- 
month folbwup interview. Omitted- from this 
table are the small groups oJ subjects who 
r«5orted problem drinking in the absence of 
hdayy drinking, since their numbers are too 
small to provide reliable means; in general, ' 
their outcomes resembled those of other prob- 
lem drinkers for the Une frame in question. ' 



ing and heavy drinking to the prediction ofi 
poor treatment outcome? 

^lu'^u^r^° necessary to deal 

with the fact that the relationship between 
, alcohol problems and consumption is not sym- 

■ metrical. For each time frame, about half of 
those reporting heavy drinking also reported 

• D T °^ problejns, .while >half did not. 

i'roblem drinking, however, was rarely re- 
ported in. the absence of heavy drinking; for 
the lifetime pretreatraent history, only 7 per- 
cent of problem drinkers did not report heavv 
drinking. Thus, the comparison that ia both 
useful and feasible to make is between heavy 
drinjcew who are .also problem drinkers, and 
heavy drinkers who deny a significant number 
Of problems "Stemming .from their drinking. 



Although our lociis is on the nondrinking 
aspectyof^outJom the twoioutconie alcohol 
meajaGres'^re fiicluded for tlje sake. of com- 
pleteness. Tney are, however, omitted from 
the comparisc/n of the folbwup drinking 
groups, since these measures form the basis 
for the definition of the folbwup groups. 
Such a comparison would therefore' be tau- 
tological. Means are presented in two forms: 
mean raw scores, and z-scores, standardized 
so that all variables have a mean of zero and 
a standard deviation of one. The standard 
scores facilitate comparisoJis of different out- 
come measures. / 

Table 8>show8 that problem drinkers, a/ex- 
pectecl, had poorer outcomes than moderate 
drinker%and abstainers. - ' 

The middle column shows the effect on out- 
come of heavy drinking, in itself. It shows 
that a history of heavy (prinking reported at 
intake to treatment, without the report of a 
significant number of alcohol-related problems, 
was associated overall with poorer outcomes 

- than _ the_ moderate drinkers and abstainers 
.achieved, but somewhat better outcomes than 
*those of the problem drinkers. The progno- 
sis associated with heavy drinking along varied 
somewhat, depending on the specific outcome 
variable examined* " y 

Heavy drinking, without associated problems, 
prior to treatment was associated with greater 
substance use^'on folbwup. As regards both 
alcohol consumption and drug use on followup, 
pretreatment heavy drinkers had significantly 
poorer outcomes than did nonheavy drinkers, 

- and did not differ significantly from the prob- 
lem ^drinkers. - This was true whether the 
identification of heavy drinking was based on 
the lifetime history or on drinking cui^renjf at* 
the time of intake. Thus level of alcohoT con- 
sumption- prior to treatment was associated 
with consumption of alcohol and drugs (espe- 
cially marihuana, but other nonnarcotics as 
well) on folbwup, regardless of whether or 
not problems stemming from that consumption 
had been reported on intake. 

The only outcome measure that was related 
to problem drinking but not to heavy drink- 
ing 1by itself, was criminal justice involvement. 
While a history of problem drinking was asso- 
ciated with greater involvement with the cHrj- 
inal iustice system during the folbwup year^ 
heavy drinking alone was associated with no 
greats involvement than was moderate or no \ 
drinking, Heavy drinking was, in fact, asso- 
ciated with the least criminal justice involve- 
ment, although, not significantly less -than 
that seen in the* moderate drinkers and ab- 
stainers. 



Thus, tbe data demonstrate that, while an 
intake history of problem drinking is prog- 
nostic of the poorest outcomes, even in the 
absence o£ reported alcohol problems, heavy 
drinkirtg is also a danger sign. Heavy drink- 
ing in Itself predicts heavy drinking and drug 
use a year after intake, and the. moderately 
high levels of alcohol, problems, ^drug problems, 
and dysphoria fcmnd at 1 year postintake 
among heavy drinkers (or, .to be more precise, 
the high levels found in a^ significant propor- 
tion of heavy drinkers) may continue to 
increase as time goes^n, in view of the con- 
tinued drug and alcohol use. 

For the clinician who must evaluate a drug 
addict coming for treatment in order to plan 
that treatment, a current high level of alcohol 
consumption is a serious warning sign, the 
more so if alcohol-related problems are pres- 
ent. The drug addict not currently experi- 
encing- 4-rnuhIfi-wilh a lcohol or drinking t o 

excess who has done so in the past should 
> also be watched carefully for a possible ' return 
• to problem drinking after treatment has begun. 
And, finally, regardless of the pretreatment 
drinking history, ttfe occurrence of problem 
drinking at any time creates a high risk of 
treatment failur^ as does heavy drinking 
that may become problem drinking. 



6. Predicting Outcome on Admission to 
Treatment: A Multivariable Approach 

The findings reported* in chapter 5 demonstrate 
that heavy drinking and problem drinking, 
both before anSTafter admission to treatment 
for drug abuse would be found to be associ- 
ated with poorer treatment outcomes. Where- 
as the previous chapter measured associations 

^^mong variables, this chapter discusses what 
portions of treatment outcome vM4*»€es may 
be explained by a series of independent vari- 

, ables. 

The method used was stepwise multiple re- 
gression analysis. In this technique a niulti- 
pie set of independent variables are correlated 
with each other and with a single dependent 
variable- *in order to ascertain how and to what 
extent the fndependent variables can best 
predict the dependent variable in question. 
The independent variables were 23 measures 
derived from* the intake interview, and each 
of the 7 outcome measures served, in turn, 
as the dependent variable. 

These analyses tell how much of the variance 
o-f each outcome measure can be accounted 
for by the* particular set of intake measures 
used. In this way, they provide a minimal 
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estimate of how well outcome status can be 
..predicted on the basis of Information obfairted " 
when the person enters treatment. - Thev also 
tell us whkh intake measures add significantly 
LsSres! ^ *^ P"'''^' ''"^ °^ the'outcome ' « 

Of the 23; intake measures used; U were ore- 1' 
treatment status measures corresponding to ' 
the 7 criterion outcome meagures. The other 
teri^«r"' "P'-f «nted d^raphiy charac- . 
teristlcs, personal history, and, in on^ in- 
^ Stance, current (psychological status. A 
nmnber of bther intake measures were consid- ■ 
ered but notjised, either because they were ' 
unrelated to IXof the outcome measurel or 
because wjiat re^ionships tftey did have With 
outcome measured were already accounted for 
by variables included in the analysis.' The ■ 

by the labels used in tables 9, 10, and 11^ 



B. Other intake variables 

^ ■ w",^^^^^^ ^ two-pbint measure, 

Mth Maid and Fe^nale given values 
of 1 and 2, respectively (Sex) 

2. Age (Age) 

3. Race, eqt^d'as a' two-point meas- 
ure, with Black ajta .Other given ' 
values of 1 ^and 2, resjDectively; 
fewer than 3 percent identified them- 

^ selves as other than l?la«k or white, 
so most of those classed'as "Other" 
. were white (Race) 

4 . Highest grade completed in school 
(Education) 



5. History of disciplinary problem 
school, based on report of 



s in 
sasp en- 



A. Pretreatment status mPA^nr^o (defined 
In chapter Z) 

1. Lifet^e maximum alcohol consumo- 
tion (LifeAlcUse) ' ^ 

2. Current alcohol consumption in the 
£ months prior to admission 

jCurAlcUse) 

3. ^Lifetime alcohol problems (LifeAlcPr) 

4. Current alcohol problems in the 2 
months prior to admissiojv JCurAlcPr) 

5* Frequency of -heroin ^use' in the 2' * 
* months prfor to admissian-iHHi--ain)— 

6. Number of drugs (other than alcohbl) 
:> ^sedat all in the 2 months <prior^to 

admission (#Dr,ugsUse) . 

7. Number of drugs (other than alcohol) 
, . used regularly in the 2 months prior 

to admission (#DrugsReg) 

^ 8. Lifetime drug problems (DrugProb) 

9. Dysphoria, as of the 2 months prior * 
to admission (Dysphoria) 

10. Lifetime qriminal justice history, ' 
based on arrests, convictions, and 
time spent in prison (CrimHist) 

^11. Number of months not employee} in ' 
the 2 years prior to admission 
' (MosUnemplj MosEmploy i? used wh^en 
greater pretreajtment employment was 
associated with poorer outcome status) 



^lons, expulsions, and playing hook7 
(SchDisc) o ' 

6. History of hyperacti^ty in school^ 
based on repofts of difficalties in 
concentration, hi sitting still, and 
talking too much (Hyperact) 

7. Parents* socioeconomic 9tatus, basecT 
on reported occupation of father and/ 
or mother and using the higher sta- 

^ tus when .both were reported 



(ParSES) 



8. Happiness as a child, based on three 
items: self-rafing of happiness, 
closeness to f^her, ancj closeness 

ilOLmther. Jli^Child) ^ - 

9. Report that the subject was abused 

as ^ child and/or that someone in""^ — 
the home was violent (Abused) 

10. History of complications of drug and/ 
V or alcohol use, such as accidental 
or intentional overdose, bad trips, 
crash, delerium tremens, hepatitis, 
or cirrhosis of the liver (Complic)* ^ 

History of psychiatric hopitalization' 
for a period of at least 2 weeks 
(PsychHosp) 

Self-report ©ralienation, based on 
tw correlated subscales; "resistance 
to authority" and "mistm^sta (Alien- 
ated)^ 



11, 



•12. 



Tables' 9 and 10 summarize the results of seven 
multiple regression analyses for the EHRC 
and methadone samples respectively. In^hese ' 
.hiM' .u^ total variance- (i.e., R^) attribute 
able to the intake measured has "Been parti- 
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tioned into three >Coraponents: (a) that ac- 
counted for by intike status on the same cri- 
terion as the outcome measure in question, 
(b) that accounti^ fc^r by the four intake 
alcohol measures, and (c) that accounted for 
by the remaining Intake measures. For the 
outcome measures of alcohol consumption and 
^cohol problems, (a) and (b) ^re, of course, 
the same. In addition^ the specihc intake 
measures that best predicted each outcome, 
variable are listed. 

Another variable has been added to the in- 
take measures— treatment rietention, defined 
as program completion for EHRC subjects and 
continuous maintenance for the full year for 
methadone subjects. Since it occurs after 
the point of intake, it was taken into the re-^ 
gression%quation only after the influence o^f-^ 
^11 23 intake measures had been extracted. 
Thus, its R' tells us how much fhe fact of 
-^treatinent-Tr ete nl iu u vcis as d r op ping-out-adds-^ 
to the prediction of outcome^ once the knowl- 
edge of the persoii obtained, on intake has ^ 
been taken into account. 



idy. 
the readiJ 



ill 



3les the 



Tables 9 and 10 sumraj^rize a larfee amount of 
information and warrant ^careful Study. Rath- 
er than repeat in the text whaj! 
can readily find in the table, we\ 
trate on pointing out certain genef 
letting the detail emerge from the 
selves. 

EAGLEVILLE SAMPLE 

Table 9 shows that in the EHRC sample the 
23 intake measures predicted variances rang- 
ing from 22 percent to 34 percent, for 6 of 
*the 7 outcome criteria. Employment was the 
only outcome measure not significantly pre- 
•dicted overall, although both preticeatment 
empbyment and the set of "other" intake vari- 
ables did achieve statistical' significance. 
"The average "for the seven outcome criteria 
is 26 percent of outcome accounted for, which 
is a substantial amount cons^idering that treat- 
ment and other life experiences that would 
be expected to affect outcome occur after the 
time of intake. Most predictable from overall- 
intake measured were the two alcohol measures 
and criminal Justice involvement (30 percent 
to 34 percent), fplbwed by the ^rug measures 
and dysphoria (22 percent to 25 .percent),. ' 

-As for 'the specific' predictors of each outconip 
-• measure, we see first that the intake alcohol 
history predicted ^only the^ alcohol outcome 
measures when we'control for other features 
of ttie intake interview . Dysphoria, criminal 
Justice involvement, and employment were sig^p 
nificantly predicted by the corresponding pre- 
admisslonrhistory. The two drug* outcorrie 
measures,, drug use and drug problems, were 



not significantly related to either the drifg 
or alcohol intake history. The alcohol meas- 
ures explained only 3 percent of the variance 
in drug use and only 1 percent of the vari- 
ance in drug problems. 

*K)ver'the total set of outcome measures, the 
major, weight (about twO-thirds, overall) of 
prediction was carried by the set identified 
as "other intake measures." For five^of^Jth^ 
outcome measures, the "other" variables wer><^ 
responsible for 'by far the majority of variancfe 
accounted for. For the- remaining two, alcohol 
problems and criminal justiceVinvolvement, 
they accjointed for close to half. The specific 
variables^edictive of each outcome measure 
are listed and are of interest for further hy- 
pothesis development. It should be notec^ 
that the preadmission criterion for each aspect 
of outcome (mdicated by being boxed) was 
the best proctor in the EHRC sample for 

— only-one-^outcome measure anji does not appear 
at all for the two drug outcome measures. 



Relationships ^tween stay in treatment and 
outcome must be cautiously interpreted. It 
would be jumping to a. conclusion to assume 
that a. strong relationship means that staying* 
in treatment was, even in* part, responsible 
for improved outcome; it is entirely possible 
that poor progress in treatment may lead to 
premature discharge. , Undoubtedly, both 
phenomenii p% a part in the relationships 
between treatment retention and outcome. * 
- The improvement in prediction by taking tr^t- 
menf completion into account is, in fact, simi- 
lar for most outcome measures to that shown 
in a different form in table 6 (chapter 4). 

METHADONE SAMPLE 

The results for the methadone sample, shown 
in table 10*, are somewhat different in their • 

•patterning. The average proportion d^the 
variance of the seven outcome meas*ures ac- 
counted for by the intake interview is some- 
what less than in the EHRC sample— 21 per- 
cent. For methadone subjects, however, the 
outcome measures are sharply divided into, » 
two 'categories. Three of theni (dysphoria 

' and the two alcohol measures) were well pre- 
dieted ^by the intake data, with from 28 per- 
cent to 31 percent of their outcome variance 
accounted ior. The other four measures were 
less well predicted by outcome with from 12 
percent to 19 percent of outcome variance 

•vjiccounted for. . 

What is most striking about table^lO, in conr^ 
tr\st to table 9, is the relative contributiorT 
to\rediction made *by» different types of in- , 
take variables. As in the EHRC sanmle, alco- 
hol measures^cantributed ' littlei to explaining 
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TABLE 9.^ultlplc regression analyses of'outcome criterion measures with 23 intake meadures and 
treatment retention as predictors^ for EaglevUle sample 

Outcome Criterion Measures = Dependent Variable 



R'aProportion of variance 
accounted for byt 

Criterion on IntAke* 
Alcohol measures* 
dther intake'^ measures* 

Total: 23 Intake m^sures 
Clufl treatment retention 

Totals 24 measures 

R with 23 intake 
« measures 
R with 23 intake 

measure^ plus treat- 
ment rententlon 



Alcohol .* 
Consumption 



161 



.2317 *^ 

.3l6*** 
.0510*** 




Alcohol 
Problems 



161 



J>.1658*** 
.1373 *** 

.3031*** 
.0308 * 

.3339 *** 

.551*** 

.578*** 



Drug Use 



161 



.0051 ' 

.0252 

.2127*** 



.257^** 



Independent variables con- 
tributing most to predic- 
tion, in order:' 



Sex(M) 

Compile 
-DrugProb 

CurAlcPr 

Alienated " 
"PsychHosp 

CurKicUsel 



CurAlcUse 
[LifeAlcPr I 

CrimHist 
ICurAlcPrl 

Alienated 

SchDisc 




Drug 
Problems 



161 



.0057 
.0122 
.1973*** 



.2866*** 



.464* 



.535***_^' 
1^ 



Dysphoria 



206 



.0193* 

.0137 

.2173 *** 

.2503*** 
.0048 

.2551*** 



.500*** 



.505*** 



Criminal 
Justice 
• Index 



206 



.1667*** 

.0167 

.1522** 



Unemp5oyed^ 



206 



^.4383 ^ 



.579*** 
.662*** 



Compile 
CrimHist 
Hyperact 
SchDisc 
-LifeAlcPr 
-DrugProb 




.439* 



SchDisc 

Abused 

Heroin 

Hyperact 

MosEmpl 



Complic 
[Dysphorfa] 
Abused 
CurAlcPr 
Hyperact 
iDrugsUse 



I CrimHist I 
Sex(M) 
■SchDisc 
Alienated 
Life Ale Use 
Raec(Bl) 
-PsyehHosp 



Sduc(Low) 
I MosUnempI I 
ParSfiSdlbr 
SchDisc 



♦p < .05j **p < .OU ♦**p < .001 • 

This procedure yields , conservative estimate of the statistical significance of a set <^ Independent^ variab^" 

"^fcilthTaS^l^S'S^ f"/' '-l P"""' o'*"" 'f 'he outco^^asurcs for 

.hi, ' »■ The majority of those listed also added a significant amount of variance at the step whfti thev ,niPrpJ 

the regression equatton. They are Usted In the order of magnitude of their contribution to th« ""1 regression eauatldi. 
™din.d ,„ ThI'^', «° the Intake status associated with poor outcome status; when nece^srrt.theTblr^^^ 

."^"ndosed ln"';,r * '"'"■=.^"°"- """Ponding to each 7u'tcome'™asure 



wa,;„ed, so that the analyses Included onl^ subjects with no missing data. Some of the items on - 
narent . ocA^h'""'a*"" ^'ff T?" »''dedjaf;er the study began! in addition, 10 ^rcent did not rop^r"eT^her 
• ta'bVsrio': and"""-^-' ^"'^^ ^"^ " of '^S.thadoCe subject^wert d^r^opped 



TABLE 10. — Muittpie regr<!s9ion analyses oi outcome criterion measures »nth 23 intakepmeasures 
and treatment retention as piediclors for methadone sample 



Outcome Criterion Measures - Dependent Variable 



Atcdhol 
Consumption 



A icohol 
Problems 



Drug Use 



Drug 
Problems 



Dysphoria 



Criminal 
Justice 
Index 



Unemployed 



R> s Proportion of Variance 
.""accounted for byy: • 

Criterion on intake' 
Atcohol measures* 
* Other intake measures* 

Total: 23 intake measures 
Plus treatment retention 

Totalf 24 rneasures ' 

^ with ,43- intake ^ 
' meaaores 
R yAi\j 23 intake 
^ measures plua treat- 
ment rentention 



330 



,0327 ^ 

.2802*** 

.0008 

.2810*** 



330^ 



».2537^** 
.0477** 



330 



330 



370 



370 



.30H*** 

.0007 ' 



.3021* 







.1572* 



.1804*** 



.3106*** 



.2257**« 



.529*** 
.530*** 



.549*** 
\550***, 



.35?** 



.396*** 



.366** 
.425*** 



.557*M 



.406*** 
.475*** 



370 




•2300* 



.434* 



.480*** 



Independent variables con- 
tributing most to predic- 
tion, in order:' 



i Cur Ale Use 1 
LlfeAlcPr 



CurAlcPr 



CurAlcUse 
ILifeAlcPr 1 
LifeAlcUde 



iDrugsReft 



tDrugsU^ 
LifeAtcUse 



I DrugProb) 
Dysphoria 
Age(Yng) 



1 Dysphoria! 
CurAlcPr 
MosUnempl 
LifeAlcUse 
Sex(F) 



CrimHfst 



bchDisc 
Compile 



MosUnempl 
Sex<f) 



•p< 
•♦p< 
•♦p< 



.05 
.01 
.001 



\^hiie a test of slgniftcince ts avaUable for the R' change produced by a single independent variable at the step when It enters 
the regression, as well as for the j3kal R> procfuced by the sef^f Independent variably from Step 1 to any point, we do not 
know of a test lor the significance of the change produced by a nonsequential set of Independent variables. Therefore, 
where the entry in these rows is based on such a set, the £ value is ^that of the single most significant variable^ In the^ set. 
This procedure yields a conservative estlma'te of the statistical significance of a set of independent variables.. 

^The independent variables listed are those that account for at least 1.7 percent pf the variance of the outcome measure for 
which they are listed. The majority of tho^e Jlsted also added a significant amount of variance at the step when they entered 
the regression equation. They are listed in the order of magnitude of their contributions to the final regression equation. 
Alt labels are oriented so as to indicate the Intake status assddatcd with poor outcome status » when necessary, the label js 
modiOe^ to indicate this by a minus »lgn or other indication . The Intake varlable(s) corresponding to each outcome measure 
are enclosed in a box. * 
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variances in drug use and drug pr^oblems (2 
V f^''^^'^^. ^o'' each). The major contribution 
/ to p-ediction was, for each outcome measure, 
made by the preadmission variable directly 
corresponding to it, as cart- be seen in the 
. Usting independent varia^es. The "other 
intake measures" e^ccounted for the minor part 
of the predicted variance for each outcome 
measure in marked contrast to what was found 
in the EHRC sample. 

One might worvder wfty. m both the EHRC 
and methadone samples, intake information 
and, in particulars the corresponding pre- 
treatment status, was least able "tO" predict 
outcomes in regard to drug^use and drug 
problems--the very symptorrfs for which our 
^ ^ subjec^ entered treatment. The mosflikelv 
V reason^ that this population, by definition, 
consists entirely of pepple with high levels 
ot drug use and associated problems ^n in- 
take to treatment. The limited range of pre- 
trfeatment variation in drug use and problems 
thus makes it unpossible for these measures 
to predict very much of the substantial vari- 
ance m drug use and problems that was seen 
^ on fojlowup. In contrast, while all of these 
drug addicts had presenting problems in one 
or mare aVeas other than their drug abuse 
It wrfs not the same area for all' As a resuU, 
there was sufficient pretreatment variation in 
alcohol consumption, alcohol problems, dys- 
phoria, criminal history, and employment 'to 
make these useful variables for the prediction 
. ot outcome status. 

The degree of prediction added by knowledge 
of treatment retention for methadone subjects 
reveals a striking relationship not found for 
^ EHRC sabjects. As regards the three meas- 
ures of outcome foiindMo l^e most strongly a 
function of pretreatment status^-al^hol con- 
sumption, alcohol problems, and dyfphoria— 
there was no effect attributable to treatment 
retention whatsoever. Taking into account 
the overall reduction in dysphoria and. to a 
lessor extent, alcohol consumption (see table - 
5. chapter 4>. it is possible to predict fairly 
we 1 at thcA time of admission to methadone 
maintenance both the average* level of these 
meamires /-ye^r later, as well as the relative 
islanding of an individual within the group, 
without having to know whether or not the 
client will remain in treatment. 

As regards drug use, drug problems, crim- 
inal justice involvement, and ^employment . how- 
ever, the situation is quite dfffeTent. These 
measures were less well predicted fi^om intake 
measures, and know led op of treatment reten- 
tion add^jd significantly to the prediction of • 
. ^outcome, although the contribution of treat- 
m^^tt re.tention in each' case was still weaker 
than that of the intake ddta. 'tt should be 



borne in mind, however,/ that the mere fact 
of treatment retention i^ a crude measure 6f 
treatment delivered by the program and re- ' 
ceived by the client for either EHRC or meth- 
adone maintenance. 

Table 11 examines in more detail two phenom- 
ena thaj were noted in t^les 9 and 10. the 
fact that the set of independent variables 
described as "other intake measure!' accounted 
tor a much greater portion of outcome vari- 
ance in the EHRC sample than fn the metha- 
done sample, and the , fact that the correspondrr 
ing preadmission criterion measure was the 
bes.t single predictor of each of the sVven 
outcome variables in the methadone sample, 
whil^ this was the case for only one outcome 
measure (the criminal justice index) in the 
EHRC sample.. Table 11 is based 
stepwise multiple regression anal 
are summarized in tablea 9 and xu. dui 
groups the 23 intake measures differently so 
to address these issues. 



"jf uiic outcome 
index) in the ^ 
sed on the same y 
analyses that f 
^nd 10. but f 



The intake variables are divided into four 
groups: (1) Background, consisting of 10 
demographic and early history items (sex. 
age. race, parents' SES. education, school 
disciplinary problems, hyperactivity, happi- 
ness as a child, history of abuse in chSd- 
•hood. and psychiatric hospitalization); (2) 
Five measures of drug history- and status on 
intake (drug problems, complications of driie 
use, frequency of heroin iuse. number of 
drugs usfed. and number ^o'f drugs used regu- 
larlyj; (3) Four measures of alcohol history 
and status on intake (lifetime and current 
alcohol consumption, lifetime and current alco- 
■ hoi probfems); and (4) Fo.ir other ^measures 
of pretreatment status (criminal listory. - 
months of unemployment, dysphoria? and alien- 

The most striking and consistent difference 
between the EHRC an4 methadone samples in 
the predictive power of the four sets of intake 
variables is thai the early background vari- • 
ables played a greater role in the prediction 
of each outcome variable for EHRC subjects 
than for methadone subjects, rarfging from 
twice as grea\to 24 times as great. The spe- 
cific dfemogM^phlc^and early history variables 
more predictive of outcome among EHRC sub- 
jects varied from one outcome measure to 
^another, as can be seen in the lower portion 
of table ^9. 

As regards the Sets of intake measures rep- 
resenting drug history, alcohol history, and . 

other. status measures." there are no differ- 
ences betweerf the two^ treatment samples that 
are consistent across the seven outcome meas- 
ures. Each* of ^ these three. sets of intake 
measures, howeVer. i'ncludes the specific. pre- 
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admission criterion 'measures for* two or more 
outcome measures. Wien we examine the. spe- 
cific intake measure or measures correspond- 
ing to. each outcome measure, as is done in 
the lower portion of each half of table 11, it 
is apparent that pretreatment status on each 
criteripn variable predicts, outcomes much bet- 
ter for methadone subjects than for EHRC 
subjects. This is true^for all but one of tlie 
outcopie measures, most strikingly for the 
two drug measures and for dysphoria, Only_ 
for the criminal justice ind'ex is the , pretreat- 
ment history a bette^f predictor among EHRC^ 
subjects. _ 

For EHRC subjects, then, knowledge of the^ 
patient's demographic characteristics and ^rl y 
history on admission to treatment were ®»|^^ 
^aily useful in predicting posttreatment 
comes. Additional analyses, not reporteaSQp 
here, show that this i^ true regardless of 
whether treatment was completed or •not; thus, 
it is unlikely that ^his phenomenon is a result 
oi the treatment itself. Rather, the kind of 
drug addict who chooses or is referred to 
Eagleville>is apparently one whose current. ^ 
problems not pnly have their roots in the past, 
but are still very much a function of long- 
standing, unresolved difficulties. We have 
seen in chapter 1 that the EHRC sample in- 
cluded a larger proportion of people with his- 
tories of social and psychological instability, 
and it was there suggested that their referral* 
to an intensive residential program was appro- 
priate. Th^e findings confirm that view, 
by demonstrating that^for thesf drug addicts 
the effects of their early backgrounds must 
be overcome before they can be successfully 
rehabilitated. 

* Siiice treatment outcome for the riiethadone 
subjects was a function of early background 
to only a limited extent, treatment that fo- 
cuses more on the client* s current situation 
and mode of functioning seems more appropri- 
ate for these clients. Furthermore, while 
outcome was more a function of current status, 
rather than early background, it was not just 
a continuation of the same behavior. ' For 
example, preadmission employment pr^4i5^®d ^ 
outcome status in regard to alcohol probra^ns, 
dysphoria, and criminal justice involvement ■ 
as well as emploW/it^wJ^ the criminal jus- 
tice history p re dit*Stl^aIc5hol consumption, 
drug prpblpms, and employment as well as 
criminal justice invol-verftent. The. data may 

fpport the yiew that coun8elhJ| in methadone 
ograms may be quite- effective fOr many 
clients by emphasizing present^-fiUictioning 
rather than early background dynamics. 

What do 'all these findings about the "pre- 
diction" of outcome mean to the clinician? In 
the case of our sample, or in any of 4ts 



subgroups, less than 25 percent of outcome 
variance could have been predicted in advance. 
But there is another, ftwre important, meaning 
of these findings for those who provide treat- 
ment*' Tables 9, 10, and ll' describe pretreat- 
^ ment AaracteHstics of these particular drug 
addicts that played a part in their treatment 
outcomes, given "the particular^ treatment that 
they were offered and able to partfcipate in. - 
Viewed in this way, these findings caa be 
used to improve treatment by hdping Us to 
understand certain differences b^ween treat- 
ment populations in the ways they can best- 
be helped. " " . 

In a very real sense, thl» ideal toward which 
^e aspire in designing treatment programs is 
to reduce tlje R between intake and outcome 
variables ^to zero. This would be the case if 
it were possible, for each individual who comes 
t6 us for* help, to achieve successful rehabili- 
tation regardless-K^f his or her past. What 
we h^ve learned 'Trom the raultiple regression 
analyses "is that this id^al can be approached 
only by understanding the part played by 
the distant oj^ recent 'past, and by subsequent 
treatment. 

It might seem 'from tables 9 andJL>0 that treat- 
ment made little difference in outcome, com-^ 
pared with pretreatment characteristics. As ^ 
has, been noted, however, the mere fact of 
treatment retention provide^ only a crude 
and very limited picture of the impact of treat- 
ment. In sp^te'of this, for both the EHRC 
and. methadone s^anj^es, treatment .retention 
* accounted for a significant amount of the vari- 
" ance in several ^outcome measures over and 
above that accounted for by intake informa- 
tion, adding as much .as a third again to the 
'-^ predictive power of the intake interview. 
Treatment jdoes indeed make a difference in 
outcome, ,and" the full extent of that difference 
can be gauged- aniy by a more detailed look 
at in-treatment Variables than is possible in 
this report. 

final question could be asked, namely, do 
^^Kse findings have anything to add to our 
^Kderstandlng of alcohol abuse in^ drug ad- 
Oicts, or are they merely an interesting by- 
product o( the study? A consideration of 
many aspects of the intake interview not only 
broadens our understanding of thfe factors 
' associated with good or poor treatment out- 
' comes, in different areas of functioning, but 
, enables us to 'identify which of the relation- 
ships previously se,en between th6 alcohol 
history and outcome^measures are the product 
of the alcohol history itself and which are 
produced by other fa.ctors. TK6 result has 
been to verify most of the findings presented 
in< previous Chapters. 
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TABl.f II —Niultiple regression analyses of outcome cnteriam measures with 23 intake measures 
. as predictors for Eagleville and methadone samples ^ 

Outcome Criterion Measures - Dependent Variables 



^ Alcohol 
^Consunption 



Eaglevlile Subjects N= 
Multiple R 

R^Proportion of .van- , 
anc« accounted for 



Proportion of variance 
accounted for byi ^ 

Daclcground. . , ^ 
I^rug history^ 
Alcohol history 
OtKer status measures 

Total - 



Proportion of variance 
4Ccounile3 for by cor- ■ 
responding Intake vari- 
able (s) * . 



161. 
. .3182 



.1580 
.0509 
.0865 
^0229 

.3182' 



Alcoh 
PrqMems 



161 
•551**t, 

.3031 



vX036l 
!^032^ 
1^58 
0689 



,.3031 



Methadone Subjects 
Ktulttple R 

R^^Proportlon of vari- 
ance accounted foi^ 



.0616 



.1424 



Drug 
Use 



161 
.493* 

^429 



.0906 
.0920 
.0251 
.0352 

^ ,2429 



.005 



330 
.529*** 

.29Q2 



' 330' 
.549**^ 

.3014 



Drug 
Problems- 



J61 • 
.464* 

.2152* ^ 



.1270 
.0409 

tai22 

.0351 
.2152 



Dysphoria 



206 
.500*** 



.2503 



.0972 
%1165 
.0137 
.0229 

.2503 



.0057 



193 



Criminal 
Justice 
Index 



- 2tf6 
.579*** 

.3355 



Unemploy- 
ment 



206 
.377 

.1423 



Mean of 7 
Outcome 
Measures 



.0984 
.0205 
.0167 
.0999 

.335^ 



.1667 



.0643 
.0176 
;0172 
.0432 

.142^ 



.0415 



V 

.504 
,.2582 



-:0959 
.0530 
.0482 
.0611 

.2582 



.0632 



330 
.^52** 

.1237 



330 
..366** 



.1337 



370 



.596*** 

. .3096 



370 
;406*** 

.1652 



370 
.434*** 

.1886 



.456 
.2146 



Pi'opoDrton of the variance 
accounted for by: 



Background 
DrufltJ^lstorY 
Alcohol Inston 
Other e^tusl 

Total 



>*asures^ 



.orfs^ 

,'.00X5, 
,^475^ 
.0187 ■ 

.2*9102 



.0115 >i 
.0(J89 * / 
.2537 ' 
>0273 ^^v- 

.30li . 



.0088 



P;-oporti^n of th^J|kVariaixce 
accounted for by^Sprre- ' 
ffpondlng liitJ^e^i^a^j(ab^e(s) 



.2440 o 




•02^5 
.066^.^' 
.0202^^ 
.0238? 



1,0387 

!;0038 
.0461 
.2200 



.1337. ^.3096 



.0502 
.0244 
.0042 
.0864 

.1652 



.0164 
.0078 
.0067 
.1577 

.1886 



.0224 * 
.0289 
.0849 
.0784 

.2146 



r:, 



0531 



.1897 



.0820 



.1505 



.1462 



N ■ 



p <\00\ 



4^ . 



ERIC 



I, 



7. Summary and Implications 

The research reported here dev«4pped out of 
a concern, both clinical and theordH^al, with 
the issue of alcohol abuse among drtT^ addicts 

In this study pwo related but distinct dimen- 
sions of alcohol abuse were operationally de- 
fined—alcohol consumption- and alcohol-related 
problems — and tested predictions specific to 
each dimension. 

ALCOHOL ABUSE— PREVALENCE 
AND VALUE FOR DIAGNOSIS 

The first question addressed was that of the 
prevalence of alcohol abuse amohg drug ad- 
dicts. The data confirm that it is indeed 
prevalent » < Using criteria based on a previ- 
ous treatment populatioji of seriously advanced ' 
alcoholics, M was found th^t 50 percent of 
the drug addicts in this study sampje had 
consumed ' excessive quantities of alcoKoI at 
some time in their lives, and 25 percent re- 
ported that they had experienced a signifi- 
cant number of alcohol-related problems, i.e., 
symptoms of alcoholism. The criteria used 
were stringent, so this must be considered a 
minimal estimate of the prevalence of problem- 
drinking histories 'in this population. For 
example, fully half of the sample reported 
having had -more tl^an one symptom of alcohol- 
ism at some time in their lives. In the 2 
months before they were admitted to treatment 
for drug abuse, 25 percent had been drinking 
heavily, and 14 percent r.eported a significant 
number of alcohol-related problems, based on 
the same stringent criteria. A year later, 
^taking the sample as a whole, the prevalence 
of Vieavy drinking and of problem drinking 
were about the same* as before treatment. 

Given ilitf fact that alcohol abuse, is frequently 
' seen in patients coming to treatment for drug 
abuse, what are the diagnostic ^nd prognostic 
implications of 'either active alcohol abuse or 
a past history of alcohol abuse? The diagnos- 
• tic i«8ue was addressed by a thorough exami-: > 
nation of other features 'of the Intake history* 
This revealed! that vthose with a history of 
problem drinking (i»e., a high level of alcohol- 
related problems) reported significantly more 
pathological histories than did other subjects. 
Their histories were characterized by early 
trauma, behavioral and emotional disturbance 
going back to childhood, and antisocial or 
asodal behavlo^ in the more recent past. 
Anxietyr depression, and suicidal trends were 
prominent, and their drug use was based more 
on psychological need? than was the case with* 
other addicts. 




Clearly, a history of problem drinking in a 
drug addict must be considered a diagnostic 
indicator that the patient has sp'ecial treatment 
needs. These pathological histories identified 
above, particularly thosewrj^ating to early 
experiences, were associated '-^primarily with 
histories of pfoblem drinking, and- not with 
histories^of heavy drinking, per se, in the 
abjence of such problems. 

ALCOHOL ABUSE AND 
OUTCOME7-THE HYPOTHESES 

The prognostic implications of a history of 
alcohol abuse obtained on admission to treat- 
ment, as well as the relatibnships between"- 
alcohol abuse at the time of followup and other 
aspects of^rehabilitation observed at the same 
time, are addressed in the hypotheses artd 
the predictions based on them. Table 12 
shows whicfi predictions were confirmed at 
the .05 level of probability (two-tailed) and 
which were not.^ 

Hypothesis*! and the predictions stemming 
from it are concerned witK^^lationships be- 
tween alcohol abuse and other aspects of the 
person's condition joccurring at the same time, 
a year after admission to treatment for drug 
abuse. Prediction 1 was that problem drink- 
ing (i.e., a high Jevel of alcohol-related prob- 
lems) would be associated with poor rehabilita- 
tion in otjier areas, while Prediction 2 was 
that heavy, drinjdng would be associated with 
poor rehabilitation even after the outcomes 'of 
problem drinkers have been taken into account. 

Prediction 1 was strongly confirmed: Prob- 
lem 'drinkers had poorer outcomes in all five 
of the nondrinking measures for the total 
sample and for at least one of the modalities 
sampled; for three of the five measures the 
prediction was confirmed among both EHRC 
ahd methadone j|^jects. Prediction 2, how- 
ever, ^was not confirmed, except that heavy 
drinkers without significant alcohol-related 
problems had poorer outcomes than moderate 
drinkers and abstainers in regard to nonnar- 
cotic drug use. and even that relationship 
failed to reach statistical significance in the 
methacione sample. 

Thus, with one minor exception, in assessing 
different aspects of the person's functioning 
a year after admission to treatment, we find 
that problem drinking was associated with 
generally poor status, while lieavy drinking 
in Itself was not* § 

s 

Hypothesis II covers a substantial span of 
time^ in that^it is concerned with the ability 
of a history of alcohol abuSe obtained 'on in- 
take to treatment to predict outcomes a year 
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.TABLE 12.-Suma«^ of flndi'ngs for each hypothesis and predicted relationship 



HYPOTHESIS!^ 

Prediction 1 ; . 
I^roWem drinkers at folb.wup 
will have poorer outcomes 
than others 



Heav^r.^rinkers without 
problems at follovtrup will 
have poorer outcomes than 
those not heavy drinkers 



HYPOTHESIS II: 
Prediction 3 ; 



subjects with a history of 
problerA drinking will have 
poorejj/outcomes than others 




Prediction 4 : 
uurrent problem drinkers on 
intake. will have poorer oiit- 
comes than past problem 
drinkers 



Prediction 5: 



subjects with a history of 
heavy drinking but not 
problem drinking will have, 
poorer outcomes than those 
with a history of neither 



Predictions Confirmed 
(p < .05) 



a. Drug Use 

b. Drug Problems 

c. .Dysphoria (MM, All) 

d. Crim. Justice 

e. Employment (EH, All) 

a.. Drug Use (EH, All) 



a. Alcohol Consumption 

b. Alcohol Problems 

c. Drug Use (MM) 

d. Drug Problems (MM, All) 

e. Dysphoria (MM, All) 

f. Crim. Justice (EH, All) 



a. Alcohol Consumption 

b. Alcohol Problems 



a. Alcohol Cbnsumption 

(MM,A11) 

b. Alcohol Problems (MM, All) 

c. Drug Use (AH) 

d. Drug Problems (All) 

e. Dysphoria (MM) 



Predictions Not ConfirmeH 
(p >.05) 



c. Dysphoria (EH;p < .10) 
e. Employment (MM) 



a. Drug Use (MM;p < .10) 

b. Drug Problems 

c. Dysphoria 

d. Crim'. Justice 

e. Employment 



c. Drug Use (EH, All) 

d. Drug Pr6blems (EH) 

e. Dysphoria (EH) 

f. Crim. Justice (MM) 

g. Employment 



c. Drug Use 

d. Drug Problems 

e. Dysphoria* 

f. Crim. Justice 

g. Employment 



a. Alcohol Consumption 

(EH;p < .10) 

b. Alcohol Problems '(EH) • 

c. Drug Use (EH,p < .10; 

MM,p < .10) 

d. Drug Problems. (EH; MM, 

P <M0) 

e. Dysphoria (EH;All,p < .10) 

f. Crim. Justice 

g. Employment 



TABLE 12. -^mmary of fin<flngs foij each hypothesis and predicted relationship-Continued^ 





' M 

Predictions Confirmed 


Predictions Not Confirmed 


(p < .05) 


(p > .osy 

ic 


Prediction 6: 


a. Alcohol' Consumption 

(MM, A 11) 

b. Alcohol .Problems (MM, A 11) 


a. Alcohol Consumption (EH) 

b. Alcohof Problems (EH) 

c. Drug Use ' 

d. Drug Problems 

e. Dysphoria 

f. "Crim, Justice 

g. Employment 


Current heavy drinkers on 
intake will have poorer out- 
comes than past heavy 
dr^kers 



NOTE; Entries in parentheses-EH. MM. and/or All--speafy that.a given prediction was (or 
was rfot) confirmed for the Eagleville. methadone, or total samples. Where there is no 
Tuch entry, the findings were the same for each group and for the tota^ sample. While 
a two-tailld p < .05 was required for confirmation. £ values at the .10 level are cited 
in the "not confirmed" column. 



later. Prediction 3 predicts poorer outcomes 
among those with a history qf problem drink- 
ing, and Prediction 5 predicts poorer outcomes 
for heavy drinkers after the effect of problem 
drinking has been taken into account. Predic-, 
tions 4 and 6 are concerned vdth the differ- 
ence between the lifetime and recent alcohol ' 
histories. v 

Prediction 3 was confirmed to a substantial 
degree: A pretreatment lifetime history of 
problem drinking did predict less successful 
rehabilitation a year after admission to treat- 
ment. As might be expected, it predicted 
both heavy drinking and problem drinking 
most strongly, exceeding the .OOL level of 
probabiUty in both the EHRC and methadone 
samples separately. ■ Problem drinkers also 
had poorer outcomes in four of the five non- 
drinking measures, but at a statistically sig- 
nificant level for only one of the- treatment 
modalities in eacb case. Methadone subjects 
with a history of probleim^drinking reported 
significantly more drug use, drug problems, 
and dysphoria on followup than did other 
methadone subjects. EHRC subjects with a 
history of problem' 'drinking reported signifi- 
cantly foore involvement with the criminal jus- 
tice system during the year of followup than 
did other EHRC subjects. Employment was 
the only outcome measure unrelated to the 
pretreatment ^problem drinking history. 

When t'hose with a history of pt-oblem drink- 
ing are removed from the analysis, does a 
lifetime history of heavy drinldng in itself 



portend poor outcomes? Prediction 5 received 
some confirmation, but at a weaker level than 
Prediction 3. Among methadone subjects, 
heavy. drinking in the absence of a significant 
level of alcohol-related problems was assoa- 
ated with alcohol consumption, alcohol prob- 
lems, and dysphoria on folbwup. Differences 
in these outcome measures among EHRC sub- ' 
iecite were smaller and did not reach statistical 
significance. Drug use and drug problems 
were also more prevalent among those with a 
history of heavy drinking than among moderate 
drinkers and abstainers, btrt-^these differences 
reach statisticgil significance only when the 
EHRC and methadone samples are combined. 
Neither criminal justice involvement ftor employ- 
ment on folbwup was related to a history of 
heavy drinking, per se. 

Predictions 4 and 6 are concerned with the 
distinction between past and current problem 
drinking and heavy drinking. It should be 
noted that the comparisons required ^«st 
these predictions are made a fortiori .- mth 
regard to problem drinking, the major set of 
predictions, those under Prediction 3, are 
tested by comparing Types I, II, and VII 
with Types III, IV, V, and VI of the intake 
drinking history typology. Confirmation of^ 
Prediction 4 then requires a statistically sig- 
. nificant difference between Types I and II, 
two types already above average in the preva- 
lence of poor outcomes. In the same way, 
Prediction 5 was tested by comparing Types 
Ill and IV (already losing the heavy drinkers 
in. Types I and II from the analysis) wit^ 
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Types V and VI j Prediction 6 is then based 
on dlfferencls between Types III and 

Thus, the predictions regarding past versus 

toTliSt°' ^'"^^ Sn'intake ha"e 

. to a reduL "^"°^«'-/^nge of differences " 

ftim *^°'?'*"»ed,t«nd that very stronRlV (d< 
.001). only ^rith legard to the two drinking • 
ToZ^ -"^asures. alcohol consumptionrand 
P»-edlctidn 6, that current 
heqyy dr nking with no histor^ of probfems 

IriT," "««a«^ indicator than "iast heavy' 

?f l^l.r^ confirmed at an acceptable fev^ 
IdT,"^'^'^ ""^^ methadone subjects 
and only in. regard to alcohol consumption • 

EHRC subjects were of similar magnitude but 
not statistically, significant becaule of the 
. smaller number of cales. 

• • • 

A history of alcohol abuse was thus found to 

There were, however, s^me diflfrences in 
the types of poor outcomes most stronelv asao- 
dated with problem drinking in the- tl^^trea ! 
ment samples, as can be seen in table 12 
Involvement with the criming justice svst^ 
was more strongly related to prob^ drin^n a 
among EHRC subjects. This wasl^ue with^^ 
regard to problem drinking, on fol owup as 
wel l as that gior to treatment. Dyspho^ 
t^bolh*"^ of^ollowMp was StronglyTeS 
to^both past and contemporaneoi^ ^alcohol 
abuse only for methadone subjects. Further- 
more. It was only in the methadone s^ple 
that a pretreatment history of problem drink- 
ing was related to levels of drug ^e iSd 
^.ir*'f*t** Problems^n followup. Tndlfre- ' 
both alcohol consumption an'd alcohol-related 
■ of te„T„,°>>!°^'°*"P.- implications 

arid methadone grou^^ in the details, but they 
are clearly negative ,for both groups. ^ 



f/tT'lnZ^r ''^inking, in and' 

ever, heavv .^ll . V^^*'"^"* /population . how- 
hlw 1 tlf^^ drinking at one poinf in time 
P^bability of beco'ming probTem 

is likety! ^ failure of rehabiHtation/ 

It should be noted that both of'f>io ^ . 
^.daUties sampled achiev^d'thel' pH^^^^ 
of reducing drug .abuse. Further^orT. 
outcomes were found in those who i:er;ained 
.4n treatment longer. Contrary to what on. 
^ght expect, .those with a" hi^oJ? of problem 

men? Th^uT."" '"^^'^ '° ^^eat- 
ment Thus, treatment retention 'and nrohUm 
dnnkmg are independent predlctoz^'orott-" 

THE PREDICTbRS OF OUTCOME 
IN TWO TREATOfeNT SAMPLES 

t'e^'l'^had S°do 't''"^ °f 'Chap- 

ter I had to do with the predictors of oUfco.^ 

and possible differences between th^ \^^^^-( 

ment modalities from whic^^ur subject wSlT^ 

drawn.. The Multiple regression anSs./l^ 

chapter 6 provided some interesting and au«- 

?^e2laors or"r ^'""^ prefre^^nt' 
predictors of outcome . A rtajo^ fin dlna. was 

£tll rola°n f °^°V^"^^^ -ensures" pro^::d 

ini dr,^r °" ""^^-^^ variance regard- 
ing drug use on folbwup. * 

DOES METHADONE MAINTENANCE 
LEAD TO ALCOHOL /VBUSE? ^ • 

The increasing recognition in recent years of 
a serious alcohol abuse problem a^ng Stha- 
done-treated druK addicts has suggest^ to 
some the possibiB^y that methadone^UsS n 

creTterLohSr *° P'""^^'"' drinking, that is, 
creates alc5,ht)l abuse in drug addicts who 
had not previously had a drinking probTem. 



To summarize these finding^ Poor treatment 
tlT r,\r'' «*'-°ngly VsodatiLwiT 

Slth SL^'^^f tl °^ ^^'°'*P. next" 

Win preblom drinking current at intake ther, 

fi fbr he'rVi dnhWng i!fthe pas". 

«r„M drinking without reported alcohol 

found ^ curious reversal of expectation 
MlouS ° "^"''y drinking at the time of 
;followup was not assodated With poor outcomes 

L fnd ab°i '""'=V?,"'"« other than alcoho? 

iJ^^^' "^"^ pretreatment heavy 
jdrinklng did predict poor treatment outcome. 

^J.U.'''^^" J^^^ alcohol-related problemi ex- 



'iJu.'"",^^ °^ ^^*"dy make it quite- clear 

we cannot '„r' ^fT^^^ case, ^Stho^h^ 
we cannot rule out the posaibiUty that it may ^ 
occur in rare instances.^- Most of the metha- 

Sar :fter ' H*^ 1*^^ ' ^^"""8 problem a 
year after admission to treatment had had 

Overall, there was no increase ih, probfTOi 
t IH:^'^ Furthermore, those wh^ S^^d 
on methadone maintenance' tRe enttre ««r 
r/^'o "°fr" "'^l^y '° drinking pr^-. 

iLthado "celved 
methadone for a shorter time. Such, a dlff.r- 

lltL""":^^ ^ "'^P^^^d " rnethad^. were 
tZ^.h drinking. WhUeTam^r 

though appredable. minority (18 oerr-nfl «f 
those who daimed on intakJ thft^W^ad 
never drunk excessively or had any problem. 



with alcohol did report wrtessive drinking on 
followup, the rate was the same for EHRC as 
for methadone subjects. 

Our data show that the strongest rehabilita- 
tive effects of 1 year of methadone mainte- 
nance vtf^re in control of narcotic abuse and 
improved employment. The data point up 
the need for methadone programs to be aware 
of the potential of the alcohol abuse problem 
in patient populations and cdnsider methods 
oL-«dtJr6ssing this problem. 



WHAT DOES AIK:0H0L ABUSE 
MEAN IN^A DRUG ABUSER? " 

The findings of this study indicate that 'exces- 
sive alcohol consumption and problems symp- 
tomatic of alcohol abuse, are prevalent in drug 
treatment' populations. The prevalence of 
problem drinking in this population was high 
in comparison to the general population 
(Cahalan. 19^0; Barr et al. 1974). Prevalence 
was high at three points in time— before , their 
addiction to drugs; at the time they entered 
' treatment, for drug abuse, and 1 year later. 

If one's focus is' on ^he presenting problem 
of drug abuse, problem^ drinking may be seen 
as a complica.ting problem that must bfe consid- 
ered in planning an individual's treatment. 
The findings confirm the hypothesis that the 
drug addict with a complicating* drinking prob- 
lem is more difficult to rehabilitate. Problem, 
' drihking^that is active on admission to* treat- 
ment ' for the dru^ problem is the poorest prog- 
nostic sigrp(pr poses the greatest treatment 
difficulties). Problem drinking in the past 
history that is not currentlyactive on intake 
is less of 'an interferencts^ffmx treatment, but 
should also be sf matter of concern. 

In viewing the person's total ^bstance abuse 
history, problfem drinking by drug addicts is 
the most common type of .multiple substance' 
abuse that-has been identified in this sample: 
*The findings' show 'that problem drtnking drug 
abusers are more deeply ^disturbed, and their 
- disturbance can be traced to the earlier per- 
* iods of Ufe. The involvement of these drug 
abusers with alcohol is 'not Just another aspect 
of tWeir substance abuse, but' a possible in^i- 
, cation of serious and pervasive underlying 
disturbance. Excessive alcohol, consumption 
coupled with alcohol-related, problems, includ- 
' . ing bss of control ^ver drinking, was found 
to have more serious implications* than exces- 
sive consumption without the associated prob- 
lems. From this broader viewpoint, it is not 
the problem dripklng as such^ tha^ interferes 
with treatment, but the underlying pathology 
that is responsible for both^ the problem drink- 
ing and tV treatment ^difficulties. 



This study did not base the identification of 
problem drinking on the mere consumption of 
alcohol, but on the existence of alcohol -related 

* problems as well. It was thus possible to 
differentiate among problem drinkers, heavy 

. drinker^ without reported problems, and mod- 
erate drinkers or abstainers. The data pro- 
vide the basis for the same type of analysis 
of drug abuse, since not only use of drugs, 
but associated problems and psychological 
motivations for use were studied as well. 
These distinctions used in this study should 
be applied to the abuse of all substances. 
In this way it'wUl be possible to investigate 
the relationship between the use and abuse , 
of specific substances, rather than accepting 
unthinkingly a legal or other definition of • 
drug use as necessarily constituting drug 

' abuse. 

The fact that drinking and associated symp- 
toms vary widely among drug addicts enhances 
the value of ^ the alcohol history as a diagnos- 
tic^tool. The level of pretreatment heroih 
.use, in contrast to alcohol use, varied Uttie 
among sublctts within this treatment popula- 
tion, and the slig'ht differences that did exist 
did not predict differences in treatment out- 
come. .Furthermore, pretreatment differences 
^mong subjects in their use of sedatives, am- 
phetamines, cocaine, marihuana, and tranquil- 
izers also did not predict differences in reha- 
bilitation on folbwup. 

Thus, alcohol abuse can be a highly meaning- 
ful and clinically useful indicator of pervade 
problems and 'Special treatment needs o^rug 
clients. ' / 

RECOMMENDATIONS FOR TREATMENT ' ^ 

The jnost obvious recommendation bas^d on 
^ the findings of this 'stud^ is that treatment 
programs provide a thorough assessment .of 
each prospective patient before a treatmen^^ 
plan Is established. CUeifts,at high risk of 
manifesting drinking problems during and 
after treatment can be Identified at Intake In 
most cases If ' the proper, questions are asked. 
The Intake history must, cover not o^Y^^^^ 
consumption of alcohol, but motives for drink- 
ing, gains obtained from- alcohol, loss of 
control over drinking, psychological and phys- 
iological bad effects from alcohol, and conse- 
quences in the person's Ufe of his drinking. 
It is necessary to ascertain what alcohol does 
for and to the person. , 

Inquiry should be made about drugs as well 
as alcohol,' and about many other features of 
the person's history and current functioning.. 
The data show tha^epression tod crlminaUty 
are of special diagnostic significance in treat- 
.ment planning. Since t]tiere Is, a high 
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■ inddence of depression and suiciit in this 
p'r^bltsr* " "^^""^^ *° identify ^these 

Since alcohol abuse on folbwup is the aspect 
!i u Vt"?* predictable from the intake 

ttfv the^nr; ''t' "^"^^y possible' to den- 
^1^.1 f*"^"*^ ""ost need to be watched 
lem '""ifr^^P"^--} of this complicat^^prob- 

• ad^ct/r''^ ^'•'"'^"g ^«»ng drug 

addicts is predicted not only by a past historv 

c sKSotr^^' a histo';;^^^-'^ 

cessive alcohol consumption as well , Pv*»r. 
associated problen,s have, been^ denS " 

In reviewing the intake characteristics of the " 
methadone clients who were in drue-free orr>- 
gran,s at 1 year and the Eagleville^ex-r:4'ents 



who were on methadone maintenance at 1 year 
one 4s struck by the fact that these special 
subgroups within each treatment modality sL- 

^djrtr' patient J thT 

modality they were in at folliowup than the 
typical patient in the modality th^ first In- 

■ tWindi* t:^.' ""^^^^ thatlt^rst'iome'of 
these individuals would have hPPn A^^^ 

priately referred in the fi rst placeT^'""' " 
more thorough rassessfnenT-of ' their nel^Wr 
been made at intake and (b) a wider choke 

th^ TnTr.""^'''' availabirto 
them. The data suggest that the needs of « 

drlnkl;? ^^^'^'^'^ - history of problem ' 
drinking, as well as the drug addict who i-, 
anxious.-' depressei. or suicidll. n,ay better 
» met by a comprehensive form of .treatment 
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FOOTNOTES 



CHAPTER 1 



and Camden County CHnics in New Jersey, 
were not subsequently convicted of an offense. 

int^Jewed 18 ninths after admission. These data are not rj^orted here. ^ ^ 
.Srines were tested ^for ^cohol by headsp.ce 8- ^hr^^^^^^^^^ I^'S^^^ '^i 

?:s?s! The^^esS^ure't:^^^^^^ Ketn= tUU^ecfs own reports and 

SO will not be reported hspe. . 

» 

CHAPTER Z ^ ' . s 

1 " ; ' r «*^o fr. arffl 06 to each alcohol consumption score, and then take 

iTh^ actual trar^fomat on w^s to^a^^^^^^^ The constant was added in order to re- 

r e^l\ n:a,Je;^^f categU': SSell of the scaTe, it had UtUe effect on high scores. 

^It would haveSeen des^ab^^^^^^ 
lems as well, but that distinction was loregone subiects were entering treat- 

hn retrospect, ^the #g^ it.. abouM„t^^^^^^^^^^ dtr-.^'^The fiJ^gs 

^id nTt\^:vrb:en^i?f;rt\o^^^^^^^^^^ " 

SSeen the , Alcohol .Problem Score with and without this item is .98. 

^The r's between paired Moti'vation for "- and Proble^. scenes --;,,f ^^f '';rT:^Znt 
(usin-g Lifetime Problems) it was .70i for °" ^"^'^"P "Jr^^^^ ule.' scores piled 

^uVTth^US"i"i^TS^^^^^^ 

by redudng the correlation between them. 

SwhUe 24? alcoholics were interviewed. 15 did not provide complete data. As a result. N was 
reduced to 228 for these comparisons, .^i 

in chapter 4. » . . ■ 

'Of the original Est. .ubstapces not in-n>°ra^^^^^ 'i:.!^f:^!yVeTJc^^^^^^^ 
dbne alcohol (better measured by other items) and, Because mey were , 
^S^ie. hallucinogens, inhalants, and oveMhe-counter preparations. 

hr. order lo assess pre-post change, an intake Drug- Use Index was =-P";^4^»3;^; ^'^r 
eS^cept that Information about prescribed use was not avaUable. See table 5. P 
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CHAPTER 4 



CHAPTE R 5 ' _ _ ^ ' ^ , ..^^ 



CHAPTER 6 
1 



Among the intake variables considered wprp th^ f..o«., ^ > . i 

of each drug category. Whatever abTutrthe drur^renu^^^^ ^ ^ "^"^^^ preadmission 

better accounted for by #DrugsUse and #DrurRe/ Tfru^ ^"T^ ^^"^ *° P''^^'^* ""^""'e ''^s 
Frequency of heroin use was nevertheless Sded i; TJI ^"i^' described further in the text, 
^bnce. but did not turn out to in'prove;reXuon'oroSc\^e t^nifSr 

t4"ti^:7r^I':t^^^^^^ of drug abuse (accidental overdose, bad 

three times as likely to reoort th*,r„ „.l:: .u7 ^^^1 the drug addicts were more than 

SIS of the liver) are syrtpt^s of alcohoUsm- iLhoHr, ° (delerium tremens and drrho- 

them as were drug addicts. IntentS ov^rJose was T^t"^ ^^^u' "f"" ""^^^^ '° report 
groups. The two alcoholic symptoms constituted Tnl ^^P^'^*^^ ^^"^1^ often, by both addiction 
by th<. drug addicts, so it is^afe^o consiir t^e ?om„nr<;"'"' °^ compUcations reported 
of drug abuse for this sample. The percitaees of Hr^^^^^^^ representing completions 

rrir^- °^ -^nitude': accident^aTrerre Hl'Zc^'f ^r.^^^r^^^ each _ complication 



o i„x niis sample. The Dercantaapo jji ^ - --t-- '-umfjircaiions 

w^rrTir^er of magnitude: accident'Tl o^rdose w 7elcl f f" -^P°-^i^S each complication 

CHAPTER 7 - 

in^L'"ind'fcib'?up^^^ the appropriate groups from the 

m the text; andlyLs bea/n;r'a"p;e&:s'were^r'^^^^^^^^ of all ff tf e analysed 

o, and 9. ^ were presented in figure 4, and in tables 7, 

'do:!: t:Zf^Vell i7uj;. ''t°tavV°n^Tow "^^^^^ °^ -tha- 

cases manifesting the rapid o^t of ^coholism in methaH^ '^fd any significant number of 

•A recent rejx>rt by Gearing et al (1976) fn„nH ?k described by Bihari (1974). 

ously repor^d alcohol probVms t;nd4d to Spea'r To^ V^""' ^^^^ ^^at pre^ 

tenance for 4 or more years. disappear in patients who remained on methadone main- 
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APPENDIX 
Psychology of Substance Use Scifles 



HOW THE SCALES WERE DEVELOPED 

A set of 65 iteqs was asked, dealing with 
reasbns for using/ behavior associated with 
use, bad effect^ experienced, good effects, 
and consequences in the person's life of his/ 
her substance use. The items were asked 
separately in regard, to the use of alcohol 
and the use of other drugs. When* a positive 
response o^urred, the subject was asked to 
specify the drug with which the effect had 
been experienced, as well as whether it was 
'associated with drug use or with withdrawal. 
The sample included both subjects with a pri- 
mary diagnosis of drug abuse (85 percent of 
whom were primarily addicted to narcotics) - 
and. subjects^ with a primary diagnosis of alco- 
holism. - There were thus four sets of re-' , 
sponses, each of which was subjected to a- 
separate factor analysis The four data sets 
were: responses of drug addicts to drug , 
Items (N=851), responses* of drug addicts to 
alcohol Itcips (N=656 who used alcohol) , re-* 
sponses of alcoholics to alcohol (Ns=236), and 
resiX)nses of alcoholics to drug items tN=100 
who reported some- illicit' drug use). 

The four factor analyses yielded similar sets 
of factors. ^An Index of Similarity was used 
that, is anarfagous to a Pearson product-moment 
r, with a range from. -1.00 to +1.00 and .00 
Indicating no similarity. Thus, a Wgh. abso- 
lute value for the index between two factors 
from different sets^ofijdafa means thdt the 
same factor, or a very similar pair of factors, 
has appeared in the two sets (a value of -1. 00 
means merely that the sign of one is reversed) , 

% • t 

' The results are clearest when the analyses 
concerned with each subject's primary sub- 
stance of abuse is compared, that is, alcohol- 
ics /talWng about their drinking an<J drug 
• addicts talking about their drug use. Of 13 
S^ftctors that appeared in each of these two 
analyses, 11 could be paired across data sets. 
The 11 indices ranged feom ,739 to .920, with 



a mean of. .895 and, a median of .871. '.The 
two analysis of cross-use data (i.e., alcohol- 
ics abc/ut drugs,, drug addicts about drinking) 
show similar factors, but less clearly differen- 
tiated. As a result, fewer factors were ob- 
tained (10 and 9 factors, respectively) and 
they were more highly intercorrelated. iVhey 
were, however, similar tq*^ those obtained 
regard to the primary substance of abuse. 

The 11 factors that were found for both drug 
addicts and alcoholics in regard to the pri- 
mary substance of abuse form the basis-^r — 
the folbwing scales. Some of these factore 
(such as Scale A. Social Reasons for Use ), 
.were relatively independent of the others. 
Some factors were, howevfer, substantially 
intercorrelated, and these are presented bofh 

* as separate subscales and as components -of. a 
larger scale consisting of the >tercorreUted 

^ subscales and additional items that baded ^ 
across several of the component subscales 
and so could n^Jf^S^inequivocally placed jn 
-any one subscale. Scale B, Motivations for 
Dr ug Use , is an example of this. Subscales 
B-i, B-2, and were distinct but intercor- 
related. In addition, four items, e.g., "It^ 
helps cheer me up when I'm in a bad mood, 
had substantial, loadings with more than one 
subscale and so belong in the combined scale. 

The Alcohol Problems .Score used in this study 
is based on four measures: Scale C, Loss of 
Co ntrol Over Alcohol Use ;-^cale D, Bad Reac- 
t ions to Alcohol ; Scale ^, Life Consequences ' 
ot Alcohol Usi? and the response to the ques- 
tion "How many times have you stayed Intoxi- 
cated for a full day or more?" The average 
intercorrelation of these 'foUr measure? was 
' ,70. Each was converted to a four- or five- 
point scale, ranging from 4) tq 3, or 0 ^o 4. 
They were* then summed, so that the range 
of Alcohol Problems Score is from 0 to 13. 
The Drug Problems Score was obtained in 
the same manner, with ^he emission of the 
question about intoxication. 
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IScale Marital Problems , was omitted, since fewer than half of the subjects had ever been 

married. Scale E was therefore reduced from 10 to 7 items. 
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For clinical purposes, a shorter seal*. »ifh 
simp er scoring is more usefu than the in. 
de^^eloped for this research .project" ^ his is 
presented foMowlng the scale's Led In^'his'' 

S<=»»e A. Social Reasons fa. (four items) 
to be sociable 

because jieople I ;know use 'it ' 
to celebrate special occasions 

. occasions, this is • 

• the thing to do , 

^'^'^^ ^' Motivations' fer ^lcohol or n.-.f . ...^ 
(18 .items=4 general items plus 3 subscale's) 
Reason: 

. I need it when tense and nervous 
Good Effect: * 

% * * 

free from* worries f • 

' ''hlvttn"' (-*n« cb.ugs) helps' you to 

B^l. Using to For^ ^t (3 Items) 

Reason: , , « 

I 

u'^r,-^ t^fprget something / 

it helpa me to forget my worries , 

Good- Effect: « 

^^td m'^; Feelings of Imprnv.H c:.^., 
_and Mental Competence /TITZ;;;^ 

Reason: * ^ 

it helps .me relaf to people better 
it helps my mind to work better 



Good Effect: 



/ 



''r]^so'il"^V'^"«^^ '^^'^^ 
th^^drfnklng (drugs) heljjCs) you to 

express your -ideas and opinions- 
that drinking (drugs) h6lp(s) you to 
be more alert mentally 

't/itei) ^ 

. / 



Good Effect: ' 

especially good or happy 
relaxed, calm ' ' 

relieved of pain ' 
that drinking (using drugs) relieves 
tensions ^ 

^•^n * 'if S 0^ Contr ol Over Alcohol 
Drug Use (\ items) = ~ 

'^TJ?'^. '"^"^ *° 'lo*" or quit 

but failed? . 

Have you ever kept on drinking (using) 
After you had promised yourself not to? ' 

> Ta \ \T ^'J^'" a lot Ibout your 

/drinking (drug use)? 

.Have you ever found that once you started 
. it was hard to stop before you got high? 

.^^?f^ °- Bad Reactions t o Alcohol or Hrn^ c 
; (li ,items=2 general .items plus 3 subscales)' 

' "d^ueC/J^!:7^°'r=°"''"°'^^ y^""- «"o«on« 
due to drinking (using drugs)? 

Have you ever had convulsions, fits (sei- 

/ (^'■o^ drugs)? 

Scale p-1 , ^ DysphoHc Reactions >n 
j Alcohol or Drugs (4 it"ei^ 

Have you ever felt tense, nervous, or 
anxious? . 

Have you ever /elf depr^sed, worthless? 
Have you ever felt angry or cross? 
Have you ever gotten intb quarrels or " 
' fights with people^ ' < 

Visual Distortions from Alco - 
hol or Drugs- (Z itemsl 

Have objects or people ever a^ea^d dis- 
torted or different in some 3W&om 
the w,ay you know they really iJok' 
Have you ever seen, heard, or felt things 
that you knew were not there?. • " 

• ^"i*.?"'/ , Psychophysiol ogical Effect,.' 

of Alcohol or brugs (3 1 temB^. T, ' 

Have you ever had memory 'lapses or • 

blackouts" from drinking (drugs)' 
Have you ever. had the "shakes"? 

Have you .ever had trembling hands, so ' 
that it wais hard to shave or tie your 
shoes? ' 



Scale E 
Drug I 
scales) 



DlugUse /du ltems=l general plus 3 sub - 
scales) 



"T„1J°";u*'^ problems with'other relatives 
inT(dr\i'g*VeT''^ '^""^^ * ^'^"^ 
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Scale E-1. Job. and School Problems 
(4 items) * . <, 

' Have* you* ever drunk (used drugs) on ^ 
the job or in other normal activities, 
CTg . , school? 
Have you ever been higfft or tight on alco- 
hol (or drugs) at work or in school? 
Have y6u ever missed work when drinking 
(using)? . 
• Have you ever had trouble on a 30a be- 
cause of drinking (drugs), including 
' losing a job-or quitting? 

'\ \ 
Scale E-2. Marital Problems (3 items) 

r 4 

Has your spouse ever left you or threat- 
ened to because of drinWng (drugs)? 

Has your spouse ever shpwn concern over 
your drinking (drug use), or suggested 
stopping or cutting down? 

Has drinking (have di*ugs)^ harmed your 
marriage? ' 

Scale E-3. Problems in Social Relationships 
(2 items) ' 

Has drinking (have drugs) evey be^n 
involved in your losing a friendship? 

Has drinking (have drugs) interfered 
with your social life? 

RECOMMENDED SHORT 
SCALE FOR CLINICAL USE 

The Alcohol Problems Score used in this study 
is based on 23 items, and they were given 
jdifferent weights; ?,or practical use in treaty 
ment Settings, it'^is desirable to have a simpler, 
scale, so the 23 items were reanalyzed, assign- 
ing equal' weights to each. 

*The item analysis was based solely on the 
-responses of the 866 drug addicts in the. main 
study sample to the qiiestions concerned with 
alcohol use and i^s effe'cts, since its goal was 
to produce a scale suitable for assessing alco- 
hol-related problems in clients A^th a ||^ry 
diagnosis of drug abuse. 

• 1. Have ;sto*f*1cept\n drinking after YPU had 
promised yourself not to? ' 

^ 2, Have, you found that once you startedit 
was hard to stop before you got high? 

. 3. Have you had the "shakes" from drinking? 



4 Have ^u had trembling hands t^om drink- 
ing, so that itrwas hard to shave or tie 
your shoes? ' ^ . ^ 

5. Have you felt tense, nervovis, 6r anx- 
ious from drinking? 

6. Have you "felt depressed'or worthW^ 
when drinking? ' * ^ 

7. Have you felt angry or cross when drink- 

8. Have you missad work when; drinking? 

9/ Have you had trouble on a job because 
of. drinking, including losing a job or 
quitting? 

10. ' Have you had problem^ with relatives 
J. (includirtkg spouse, if married) because 

I of your drinking?* ^ 

11. Has drinking been involved in your los- 
ing-a friendship? 

12. Has drinking interfered with your social 
Ufe? . — 

The resulting scale has, for lifetime alcohol 
problerAs }n the present sample of drug ad- 
dicts, ^ mean of 1.98, a standard deviation 
of 3.23, and a reUability coefficient of .923. 
If subjects who reported Ufetime abstinence 
•'are omitted, the roean^for the drug addicts 
who reported some alcohol use was 2.56, jath 
a standard deviation of 3.48, and a reUabiUty^ 
coefficient of .514. For comparison, within \ 
the sample of klcoholics, the nfean (for Ufe- 
• time alcohol problems) was 9.08, with a stand- • 
ard deviation of 2.88,^and the reUabiH^y coef- 
-'fici'ent was .811. 
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This analysis was based on questioning ori- 
ented to^rd the entire Ufetime history. It 
is recommended that for each Item, producing 
a positive response, the subject then be asked 
"Has this happened in. the last 2 months? . 
In this way,- two scores will be obtained, for 
lifetime problem~and for current problems, 
making the -inquiry mbre ua^ul clinically. 

For the Lifetime Problems Score, a positive 
• response to /our or ^re items should be a 
matter of concern.-and eight or more positive 
responses stroriglj/ suggest a history M alco- 
holism* As regards current problems, two 
or more positive respot|Ses suggest the pres- 
erve of problem drinking, and seven or more 
^ suggest active alcoholism. 

^Itcm 10 wa? modifiecf'.to include spouse amonk relatives, since the items nmite4 \o marital prob- 
leras have been dropped. ^. « 
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